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I.—CAUSATION 


For these lectures I have chosen the subject of 
respiratory failure because of its interest and import- 
ance at all ages. In the ultimate analysis many, if 
not most, patients die from failure of the respiratory 
apparatus, primary and secondary in origin. In the 
newly born, as I shall attempt to show, respiratory 
difficulties stand out as a cause of the still too high 
mortality-rate in the neonatal period, while degrees 
of respiratory failure short of those which prove 
fatal present a problem to the physician in treat- 
ment. In the early stages of failure of the respiratory 
apparatus difficulties of assessment exist, as for 
example in the pneumoconiosis group of disorders, 
and I shall try to indicate how certain objective 
standards may be applied. In many ways the sub- 
ject is not new. Nearly 200 years ago Benjamin 
Hoadley! delivered the Goulstonian lectures for 
1737 on the organs of respiration. He showed 
himself fully aware of many of the problems which 
still perplex us, and he attempted to link up certain 
diseased conditions of the respiratory organs with 
the causation of symptoms of respiratory failure. In 
one other respect Hoadley also anticipated my task, 
for he called attention to the fact that all the air 
contained in the vessels of the lung was not renewed 
at each breath. Under the term “dead space” a 
similar phenomenon has been studied in recent times 
and controversy still rages. 

Hoadley correctly fulfilled the suggestions of the 
founder of these lectures to procure some dead body 
and dissect it “for the diseases treated of.’ To 
follow this example, which has been more or less 
carried out during the two centuries since his contri- 
butions to the subject, I will quote the records of 
two new-born infants who died of respiratory failure. 
These indicate at once the two main divisions to be 
discussed under the heading of causation, for in one 
instance the failure is clearly peripheral in origin 
and in the other presumably central. 


Case 1.—Baby A was born at full term by normal 
delivery. The icfant was noticed to be blue at birth with 
quantities of meconium in the mouth and pharynx. After 
birth the baby gave one gasp and did not breathe again 
despite the application of methods of resuscitation. At 
autopsy the trachea was full of meconium and yellow 
fxcal material, The lungs appeared to be aerated and 
floated in water, but meconium and fecal material could 
be squeezed from the finest bronchi. 


Case 2.—Baby B was born at full term by breech 
delivery after a short labour. He was blue at birth and 
considerable difficulty was experienced in getting him to 
breathe. Admitted to the Hospital for Sick Children, 
Great Ormond-street, at the age of four hours the baby 
developed the alarming symptom of suddenly ceasing to 
breathe. At first these attacks, occurring every few hours, 





*The Goulstonian lectures for 1935, delivered before the 
Royal College of Physicians of London, opening with Lecture I. 
= March 7th. Lectures II. and III. will appear in forthcoming 

ues 
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responded to artificial respiration, and between the attacks 
the breathing seemed easy and normal, the colour then 
being good. A final attack of cessation of respiration 
occurred from which the child could not be resuscitated. 
At autopsy the lungs were well expanded and normal 
except for slight congestion. This congestion was also 
noted in the other organs. The brain showed no sign of 
any gross injury in its substance or in the membranes. 
Microscopical investigation was unfortunately not possible 
owing to post-mortem changes. 


These pathological records, selected out of many 
post-mortem examinations in similar cases, illustrate 
clearly the two large groups of respiratory failure. 
Before elaborating this classification it is necessary 
to interpolate a brief note on the terminology to be 
employed. I believe the term “ respiratory failure,” 
closely analogous to the familiar term “cardiac 
failure ’’ and the more novel but increasingly popular 
term “renal failure,” should be used rather than 
“dyspnea ’”’ or “asphyxia.” The former is a sub- 
jective phenomenon, and the word expresses difficulty 
with breathing. But breathing may be difficult even 
when the bodily reserves are completely overcoming 
any failure of the lungs as efficient ventilators, and 
the degree of discomfort experienced varies greatly 
from patient to patient. The term “ asphyxia” has 
even less value save in tradition. If its equivalent 
‘** suffocation ’’ were always used it would become 
less popular, and I believe the term “ asphyxia 
neonatorum ”’ would be used with more hesitation 
if it was clearly realised that suffocation was often 
the cause of death. 


Respiratory Failure in General (Taste I.) 
CENTRAL CAUSES 


The anatomy and situation of the respiratory 
centre has been the object of much research in recent 
times. Lumsden’s work? suggested a ,series of 
centres at different levels in the lower brain-stem ; 
the influence of higher centres upon breathing is 
well recognised ; while afferent impulses from the 
cardiovascular area, carotid sinus, and aortic arch 
have been closely studied. Chemical regulators of 
breathing in particular can apparently act equally 
in the medullary area or at these peripheral centres. 
The work ‘has been summarised by Wright,* who has 
also made important contributions to our knowledge. 
When attempts are made at a detailed analysis of 
respiratory failure of central origin it must be con- 
fessed that comparatively littl is known. The 
nutrition of the centre is important, and if the blood- 
supply is deficient so that its oxygen-supply is 
diminished or if stagnation occurs at the centre, 
failure occurs. This aspect of the subject, con- 
cerning respiratory failure in cardiac disease, was 
dealt with by Fraser in these lectures for 1927, 
and I will consequently not pursue the matter further. 
Increased intracranial pressure will also grossly 
interfere with the nutrition of the centre as will also 
diseased conditions of the medulla (bulbar palsy). 
Disease of the higher centres, gross cerebral degenera- 
tion, and encephalitis lethargica can also produce 
interesting disturbances of respiration, often resem- 
bling Cheyne-Stokes periodic breathing but quite 
uninfluenced by the administration of oxygen 
(Knipping, Lewis, and Moncrieff 5). 

The respiratory centres are, as is now well 
recognised, easily influenced by chemical factors, and 
the chemical control of normal breathing is a fact 
of physiology. In this country Haldane * in particular 
has emphasised this point, while Henderson in America 

K 





THE LANCET,] THE LANCET GENERAL ADVERTISER (Marcu 9, 1935 

















s OXFORD MEDICAL PUBLICATIONS 


A New (Fourth) Edition of 
BEESLY AND JOHNSTON’S 


MANUAL OF SURGICAL ANATOMY 


Revised by JOHN BRUCE, M.B., F.R.C.S.E. 


Tutor in Clinical Surgery, Royal Infirmary, Edinburgh ; Assistant to the Professor of Clinical Surgery, University 
of Edinburgh ; Formerly Demonstrator of Anatomy, University of Edinburgh ; 
and ROBERT WALMSLEY, M.B., Ch.B. 
University Assistant and Demonstrator of Anatomy, University of Edinburgh. 
Contents include : The Head—The Brain and its Meninges—The Face, Mouth, and Pharynx—The Eye—The Auditory Apparatus—The Neck 
—The Shoulder Region—The Breast and Axilla—The Region of the Upper Arm—The Region of the Elbow—The Forearm—The Wrist and 
Hand—The Brachial Plexus and its Branches—The Thoracic Wall—The Thoracic Contents—The Abdominal Walls—The Abdominal Cavity 
—The Pelvis—The Perineum—The Female Pelvis—The Front of the Thigh—The Gluteal Region—The Hip-Joint—The Femur—The Region 


of the Knee—The Leg—The Region of the Ankle and Foot—The Nerves of the Lower Limb—The Vertebral Column—The Spinal Medulla 
—Index. 


Pp. 732. 187 Illustrations (72 in Colour). 20s. net. 
A PRACTICAL MANUAL OF 


DISEASES OF THE CHEST 


By MAURICE DAVIDSON, M.A., M.D. (Oxon.), F.R.C.P.(Lond.) 


Physician to the Brompton Hospital for Consumption and Diseases of the Chest (sometime Dean of the Brompton 
Hospital Medical School) ; Physician to the Miller General Hospital for South-East London ; Consulting 
Physician to St. Luke’s Hospital, Chelsea, 


Pp. 540. 199 Illustrations (1 Colour Plate). 42s. net. 
A MANUAL OF 


OBSTETRICAL AND GYNAECOLOGICAL PATHOLOGY 


By the late JOHN H. TEACHER, 
Edited by ALICE J. MARSHALL, M.B., Ch.B. 


WitH CONTRIBUTIONS FROM ROBERT CRUICKSHANK, JAMES HENDRY, Etrnor D. JACKSON RUTHERFURD, 
W. FLETCHER SHAW, MATTHEW J. STEWART, AND GILBERT I. STRACHAN. 


Pp. 426. 316 Illustrations (2 Colour Plates). 45s. net. 


X-RAY INTERPRETATION 


By H. CECIL H. BULL, M.A., M.B., M.R.C.P. 


Physician and Hon. Radiologist, Royal Waterloo Hospital, London; Hon. Radiologist, Southend-on-Sea 
General Hospital. 


Pp. 412. 280 Illustrations. 21s. net. 


VOLUNTARY STERILIZATION 


By C. P. BLACKER, M.D., M.R.C.P. 


General Secretary of the Eugenics Society. 


Pp. 146. 5s. net. 





COMPLETE CATALOGUE OF MEDICAL BOOKS FREE ON REQUEST 





Oxford University Press 


HUMPHREY MILFORD AMEN HOUSE LONDON, E.C.4 








2 











A 


eee 








[manon 9, 1935 


ADDRESSES AND ORIGINAL ARTICLES 





RESPIRATORY FAILURE 
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NEONATORUM * 


By Atan Mowncrierr, M.D., F.R.C.P. Lond. 
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I.— CAUSATION 


For these lectures I have chosen the subject of 
respiratory failure because of its interest and import- 
ance at all ages. In the ultimate analysis many, if 
not most, patients die from failure of the respiratory 
apparatus, primary and secondary in origin. In the 
newly born, as I shall attempt to show, respiratory 
difficulties stand out as a cause of the still too high 
mortality-rate in the neonatal period, while degrees 
of respiratory failure short of those which prove 
fatal present a problem to the physician in treat- 
ment. In the early stages of failure of the respiratory 
apparatus difficulties of assessment exist, as for 
example in the pneumoconiosis group of disorders, 
and I shall try to indicate how certain objective 
standards may be applied. In many ways the sub- 
ject is not new. Nearly 200 years ago Benjamin 
Hoadley! delivered the Goulstonian lectures for 
1737 on the organs of respiration. He showed 
himself fully aware of many of the problems which 
still perplex us, and he attempted to link up certain 
diseased conditions of the respiratory organs with 
the causation of symptoms of respiratory failure. In 
one other respect Hoadley also anticipated my task, 
for he called attention to the fact that all the air 
contained in the vessels of the lung was not renewed 
at each breath. Under the term “dead space” a 
similar phenomenon has been studied in recent times 
and controversy still rages. 

Hoadley correctly fulfilled the suggestions of the 
founder of these lectures to procure some dead body 
and dissect it “for the diseases treated of.’ To 
follow this example, which has been more or less 
carried out during the two centuries since his contri- 
butions to the subject, I will quote the records of 
two new-born infants who died of respiratory failure. 
These indicate at once the two main divisions to be 
discussed under the heading of causation, for in one 
instance the failure is clearly peripheral in origin 
and in the other presumably central. 

Case 1.—Baby A was born at full term by normal 
delivery. The icfant was noticed to be blue at birth with 
quantities of meconium in the mouth and pharynx. After 
birth the baby gave one gasp and did not breathe again 
despite the application of methods of resuscitation. At 
autopsy the trachea was full of meconium and yellow 
fecal material, The lungs appeared to be aerated and 
floated in water, but meconium and fxcal material could 
be squeezed from the finest bronchi. 

Case 2.—Baby B was born at full term by breech 
delivery after a short labour. He was blue at birth and 
considerable difficulty was experienced in getting him to 
breathe. Admitted to the Hospital for Sick Children, 
Great Ormond-street, at the age of four hours the baby 
developed the alarming symptom of suddenly ceasing to 
breathe. At first these attacks, occurring every few hours, 
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responded to artificial respiration, and between the attacks 
the breathing seemed easy and normal, the colour then 
being good. A final attack of cessation of respiration 
occurred from which the child could not be resuscitated. 
At autopsy the lungs were well expanded and normal 
except for slight congestion. This congestion was also 
noted in the other organs. The brain showed no sign of 
any gross injury in its substance or in the membranes. 
Microscopical investigation was unfortunately not possible 
owing to post-mortem changes. 


These pathological records, selected out of many 
post-mortem examinations in similar cases, illustrate 
clearly the two large groups of respiratory failure. 
Before elaborating this classification it is necessary 
to interpolate a brief note on the terminology to be 
employed. I believe the term “ respiratory failure,” 
closely analogous to the familiar term “cardiac 
failure ’”’ and the more novel but increasingly popular 
term “renal failure,” should be used rather than 
“dyspnea” or “ asphyxia.” The former is a sub- 
jective phenomenon, and the word expresses difficulty 
with breathing. But breathing may be difficult even 
when the bodily reserves are completely overcoming 
any failure of the lungs as efficient ventilators, and 
the degree of discomfort experienced varies greatly 
from patient to patient. The term “ asphyxia’”’ has 
even less value save in tradition. If its equivalent 
‘* suffocation ’’ were always used it would become 
less popular, and I believe the term “ asphyxia 
neonatorum ”’ would be used with more hesitation 
if it was clearly realised that suffocation was often 
the cause of death. 


Respiratory Failure in General (Taste I.) 
CENTRAL CAUSES 


The anatomy and situation of the respiratory 
centre has been the object of much research in recent 
times. Lumsden’s work? suggested a ,series of 
centres at different levels in the lower brain-stem ; 
the influence of higher centres upon breathing is 
well recognised ; while afferent impulses from the 
cardiovascular area, carotid sinus, and aortic arch 
have been closely studied. Chemical regulators of 
breathing in particular can apparently act equally 
in the medullary area or at these peripheral centres. 
The work has been summarised by Wright,* who has 
also made important contributions to our knowledge. 
When attempts are made at a detailed analysis of 
respiratory failure of central origin it must be con- 
fessed that comparatively little is known. The 
nutrition of the centre is important, and if the blood- 
supply is deficient so that its oxygen-supply is 
diminished or if stagnation occurs at the centre, 
failure occurs. This aspect of the subject, con- 
cerning respiratory failure in cardiac disease, was 
dealt with by Fraser in these lectures for 1927, 
and I will consequently not pursue the matter further. 
Increased intracranial pressure will also grossly 
interfere with the nutrition of the centre as will also 
diseased conditions of the medulla (bulbar palsy). 
Disease of the higher centres, gross cerebral degenera- 
tion, and encephalitis lethargica can also produce 
interesting disturbances of respiration, often resem- 
bling Cheyne-Stokes periodic breathing but quite 
uninfluenced by the administration of oxygen 
(Knipping, Lewis, and Moncrieff *). 

The respiratory centres are, as is now well 
recognised, easily influenced by chemical factors, and 
the chemical control of normal breathing is a fact 
of physiology. In this country Haldane * in particular 
has emphasised this point, while Henderson in America 
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has elaborated the departures from normal which 
produce central failure of respiration. In a recent 
paper’ this authority speaks of apneeic, acarbic, and 
chronic asphyxia as three types of chemical disturb- 
ance at the centre. Apneic asphyxia he defines 
as brief but intense deprivation of oxygen, such as 
may occur in drowning. Acarbia means essentially 
deficiency of the normal stimulus of carbon dioxide 
associated with reduction of the blood alkali reserve 
and the presence of excess of acid. A poisoned centre 
in these circumstances needs essentially a combination 
of carbon dioxide and oxygen for resuscitation. In 
chronic asphyxia Henderson postulates a centre 


TABLE I.—Causes of Respiratory Failure in General 
A.—CENTRAL 

. Impaired nutrition (circulatory, stagnation). 

. Increased intracranial pressure. 

. Diseases of medulla. 

. Diseases of other parts of brain. 

. Chemical factors, oxygen-lack, excess or 
carbon dioxide, &c. 

. Drugs, morphine, barbiturates. 


diminished 


B,— PERIPHERAL 
(a) Mechanical— 
1. Muscular or neuromuscular paralysis. 
2. Disease of chest walls—rigidity ; pressure on 
chest wall. 
3. Disease of thoracic contents, especially obstructed 
airway. 
(b) Interference with ventilation in respiratory passages— 
1. Diminished vital capacity. 
2. Altered relative proportion of vital capacity, 
residual air, &c. 
. Increased dead space. 
. Over-ventilation. 
5. Under-ventilation. 


(c) Interference with gaseous exchange between air and 
bl 


1. Disease of alveolar cells, pneumonosis. 

2. Alterations in inspired air, oxygen-lack, excess 
of carbon dioxide, poisonous gases (CQ). 

3. Alterations in blood, reduced haemoglobin 
(anemia), altered hemoglobin, Bohr pheno- 
menon. 

(a) Circulatory disturbances in lungs— 

** Short. circuit.” 


depressed by chronic deprivation of oxygen, and he 

oints out in this connexion that primary anemia and 
oss of hemoglobin by hemorrhage may act through 
the centre as causes of respiratory failure. It should 
be borne in mind that oxygen-lack alone, especially 
if of very gradual onset, acts as a stimulant of 
respiration, probably as suggested by Selladurai and 
Wright * through impulses set up in the carotid sinus 
and aortic arch. The medullary centres are depressed 
by deprivation of oxygen but other effects, such as 
the peripheral stimulation from the vascular system 
in associated excess of carbon dioxide, may counteract 
such depression. 

A consideration of the chemical factors concerned 
in respiratory failure may be taken to illustrate once 
more the misuse of the term “dyspneea.”’ In diabetic 
coma, for example, there may be intense respiratory 
stimulation, traditionally referred to as “ dyspnoea ” ; 
but in many instances no respiratory failure is present, 
the lungs working with normal efficiency as ventilators. 

Finally under central causes may be mentioned 
the depression of the respiration brought about by 
certain drugs, especially morphia and sedatives of the 
barbiturate series in which a decreased sensitivity 
of the centre to the normal chemical and nervous 
regulating mechanism of respiration occurs. 


PERIPHERAL CAUSES 


(a) Mechanical.—Obvious causes of respiratory 
failure may be seen in paralysis of the muscles of 
respiration either in acute conditions, such as polio- 
myelitis, or chronic states such as certain types of 
progressive muscular paralysis. It is true that central 
failure finally produces its effects by decreased 
muscular activity of the thoracic mechanism, but in 
this mechanical group is particularly included those 
examples where the respiratory centres remain intact. 
Movements of the thorax and of the lungs may also 
be interfered with mechanically by diseased conditions 
of those organs. Respiratory failure due to rigidity 
of the chest wall, emphysema, stenosis of the trachea 
or main bronchus, large pleural effusions, pneumo- 
thorax, neoplasm of the lung, or extensive disease of 
the pulmonary tissue may all be included in this 
group. Of great importance also in this type is the 
question of obstruction met with under varying 
conditions. Obstructed airway in the new-born will 
be mentioned later. Other causes of obstruction 
include the falling back of the tongue, and inhalation 
of foreign bodies and of fluids as in drowning, although 
other factors enter into consideration in this last. 
Finally mention may be made of an obvious type of 
mechanical failure of breathing met with when 
excessive pressure on the chest wall occurs, caused 
by falls of earth in mine or quarry accidents or in 
large crowds under panic conditions. 


(b) Interferences with ventilation in the respiratory 
passages.—This type of respiratory failure is con- 
sidered separately from its purely mechanical aspects. 
The lungs can be regarded as essentially a bellows 
mechanism. The maximum capacity of the lung 
bellows is scarcely ever called upon. It consists of 
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FIG. 1.—Terms used in measurement of respiratory volumes. 


the * residual air ’’ which cannot be expelled and the 
** vital capacity ’’—i.e., the total amount of air which 
can be expired after a maximum inspiration. Vital 
capacity is again subdivided into “tidal air,” the 
amount of air breathed in or out in normal quiet 
respiration, “complementary air,’ the excess which 
ean be inspired after a normal inspiration, and 
“reserve air,’’ the excess which can be expired after 
a normal expiration (Fig. 1). Reduction in the vital 
capacity or of its component parts or an alteration 
in the relative amounts of residual, reserve, tidal, 
and complementary airs may indicate some degree 
of failure of respiration. This aspect of the subject 
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I propose to deal with more fully in my next lecture. 
For the moment I wish to emphasise that reduction 
in lung tissue caused for example by new growth 
or inflammation or alteration in the size of the 
bronchial tree (asthma, bronchiectasis) may consider- 
ably reduce the vital capacity and impair the 
efficiency of respiration. 

There is one other aspect of ventilation which 
must be considered under this type of failure. The 
expired air issuing from the nose or mouth is a mixture 
of “lung” air from the alveoli and inspired or 
atmospheric air which has never reached the alveoli 
and has never been subject to the true respiratory 
processes. This portion of the expired air is said to 
have come from the “dead space” (Fig. 2). It is 
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FIG. 2.—-Normal proportion of ‘‘ dead space.”’ 


obvious that “‘dead space ”’ may be interpreted in 
a strict anatomical fashion to represent the areas 
in the upper air-passages and bronchi where there is 
no respiratory exchange going on between air and 
blood. But this is not the only way in which the 
term may be interpreted, for in inefficient types of 
respiration the amount of air in the respiratory 
bellows not entering into true pulmonary respiration 
is often greatly increased. Under certain conditions 
the ‘“‘dead space”’ therefore may be said to increase. 
The subject is controversial and of more importance, 
perhaps, to physiologists than to clinical workers, 
and as I have set out in detail elsewhere ® my reasons 
for adopting this view I will not repeat them here. 
It is sufficient to say that normally ‘‘ dead-space air ” 
is about one-third of the tidal air issuing from the 
mouth and nose. Put the other way round, about 
two-thirds of the air inspired or expired at each 
breath actually takes part in the respiratory processes. 
When normal individuals greatly increase their tidal 
air as a result of exercise, the dead-space air 
increases in proportion, but in certain types of forced 
over-ventilation the dead-space air increases out of 
proportion to the tidal air and an inefficient type of 
ventilation results. Thus a patient who is “* breathing 
deeply ” under the influence of an anesthetic may 
actually be ventilating the alveoli less efficiently than 
when breathing quietly at rest. In addition, forced 
over-ventilation carries with it the risk of washing 
out carbon dioxide from the lungs and reducing the 
activity of the respiratory centre. 

Another type of inefficient ventilation associated 
with respiratory failure is the rapid shallow breathing 
seen in pneumonia. Meakins’® in particular has 
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drawn attention to this type. Whatever view may 
be taken of the ‘‘ dead space,” there is an irreducible 
anatomical minimum of about 140 ¢.cem. in the 
upper air-passages, and in the restrained type of 
breathing occurring when painful conditions of the 
thoracic contents are present the size of the tidal air 
may dangerously approach this minimum so that 
renewal of the alveolar air is very ineffectively 
carried out. 


(c) Interference with gaseous exchange between alveoli 
and blood.—The part played by the alveolar epithe- 
lium in the exchange of gases between air and blood 
in the lungs has been the subject of a certain amount 
of controversy. One school holds that the alveolar 
wall is a passive membrane and the other that the 
alveolar cells have the power of “ secreting ’ oxygen 
as a vital process. The balance of evidence is against 
this latter view, but it is obvious that widespread 
disease of the alveolar cells may considerably inter- 
fere with the passage of oxygen into the blood, so 
that blood passes through the lung capillaries and 
back into the general circulation with its oxygen- 
content very slightly raised. This may be seen in 
extensive broncho-pneumonia, or when irritant gases 
have damaged the pulmonary epithelium. The 
term ‘“‘ pneumonosis”’ has been suggested for this 
condition (Brauer "). 

Under this same heading may also be included 
those instances where the exchange of gases is abnormal 
because of alterations in the composition of either 
the inspired air or of the blood. As regards the 
former, respiratory failure may be met with as a 
result of excess of carbon dioxide or deficiency of 
oxygen in the inspired air. The breathing of. an 
inert gas such as nitrogen leads eventually to failure 
of the respiratory centre. Inhalation of carbon 
monoxide leads to interference with the combination 
of oxygen with hemoglobin and will serve as an 
introduction to a brief consideration of the blood in 
this type of respiratory failure. Anemia as a cause 
of respiratory failure has already been mentioned. 
A normal percentage of hemoglobin may be so 
altered that normal oxygen carriage is prevented. 
This is seen, for example, in poisoning by nitrites 
and large doses of chlorates. Carbon monoxide acts 
by displacing oxygen from its combination with 
hemoglobin, and the compound formed will no 
longer serve as an oxygen carrier, interference with 
oxygen-supply to the tissues being especially present. 
Tissue oxidation is also interfered with in cyanide 
poisoning. 

An interesting point may be noted in connexion 
with oxygen deficiency. It has already been men- 
tioned that gradual decrease in the amount of oxygen 
present in the inspired air leads to increased ventila- 
tion—i.e., there is stimulation of respiratien. This 
has the effect of washing out carbon dioxide and the 
so-called “ Bohr phenomenon” results. Put simply 
this means that within limits oxygen is better 
liberated in the tissues from the hemoglobin of the 
blood, the higher the partial pressure of carbon 
dioxide. Hyperventilation of the lungs brought 
about by a decreased supply of oxygen washes out 
carbon dioxide from the lungs and lowers the level 
of this gas in the blood. In the very circumstances, 
therefore, when dissociation of hemoglobin should 
be at its best, so to speak, since oxygen-supply is 
decreasing, the washing out of carbon dioxide pre- 
vents this. This condition of “ acapnia,” as it has 
been called, leads eventually to central failure of 
respiration. It has important applications in regard to 
treatment which will be discussed in the third lecture. 
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(d) Circulatory disturbances in the lungs.—This 
final group of causes of respiratory failure need only 
be briefly summarised here. The short-circuiting of 
blood through diseased portions of the lung leading 
to poor oxygenation has already been mentioned in 
connexion with disease of the pulmonary epithelium. 
In extreme cases of lung disease, especially when the 
lung is collapsed, the circulation of blood from the 
pulmonary arteries to the pulmonary veins is shut 
off completely, the nutrition of the lung being main- 
tained by the bronchial arteries from the systemic 
circulation. Since there is no venous blood flowing 
through the damaged portion of lung, there is no 
unoxygenated blood flowing back to the left auricle 
and actually, therefore, in such circumstances the 
respiratory efficiency may be but little impaired. In 
a small series of experiments which I carried out 
in Hamburg I found that, measured on the basis of 
ventilating efficiency, there was less evidence of 
respiratory failure after artificial pneumothorax had 
promoted complete collapse of one lung than when 
before this procedure disease of this lung had to 
some extent impaired efficiency by causing poor 
oxygenation of the venous blood. 


Respiratory Failure in the New-born (Taste II.) 


I propose to devote the remainder of this lecture 
to a discussion of the factors concerned in those 
instances of respiratory failure which occur in the 
neonatal period. I do this partly because the recent 
orientation of my work has brought me more especially 
in contact with infants, but also because it is evident 


Taste II.—Causes of Respiratory Failure in 
New-born 
A,—CENTRAL 
. Immaturity of centre. 
. Damage to centre, increased intracranial pressure, 
cedema, hemorrhage. 
. Narcotics. 
. Chemical factors, oxygen-lack, carbon dioxide excess, &c. 
. Circulatory disturbances, affecting centre in utero, 
pressure on cord, &c. 


om 
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B.—PERIPHERAL 
. Obstruction, premature inspiration. 
. Delayed expansion. 
. Muscular feebleness. 
. Circulatory failure. 


moO 


that many deaths occur shortly after birth which could 
be prevented. While the infantile mortality-rate has 
decreased amazingly during this century, the death- 
rate during the first month of life has failed to show 
anything like a corresponding decrease, and among 
causes of death in this neonatal period the disorder 
known as “asphyxia neonatorum” figures too 
largely. 

The problem would be easier to solve if one knew 
exactly what causes a new-born baby to breathe. 
It seems reasonably clear that in utero the blood 
reaching the vital centres of the foetus is well arterial- 
ised with a decreasing oxygen tension and an increasing 
carbon dioxide tension as growth proceeds, but what 
factors cause the first breath are not satisfactorily 
determined. The traditional view that “cold ” 
stimulates the new-born infant to inspire has experi- 
mental work against it; nor are the studies of the 
gas content of blood from the umbilical cord parti- 
cularly enlightening. Fortunately practical deductions 
as to respiratory failure in the new-born can be 
made without solving this central problem. It is 
obvious that the mechanism of respiration, either 
centrally or peripherally or both, may be faulty, 





DR. ALAN MONCRIEFF: RESPIRATORY FAILURE 


’ [mMarcH 9, 1935 
and under these main headings the subject may, 
I hope, be profitably discussed. 


CENTRAL FAILURE IN THE NEW-BORN 


(a) Immaturity of the centre.—Whatever initiates 
the breathing process it is clear that quite abruptly 
the infant’s respiratory centre is called upon to 
regulate respiration under the influence of complex 
chemical and reflex factors. It may not be sufficiently 
differentiated to achieve this and it is well known 
that premature babies are liable to sudden attacks 
of respiratory failure. Under the term “ attacks of 
arrested respiration in the new-born,” Still }* described 
certain babies, neither feeble nor premature, born 
after normal labours, in whom sudden arrest of breath- 
ing occurred at intervals for some weeks after birth. 
Between attacks the babies appeared normal, and 
four out of five of them died. Still regarded these as 
possibly “syncopal attacks in the respiratory centre.”’ 
The second case described at the beginning of this 
lecture probably fell into this group, and I have met 
others with a favourable outlook after several weeks 
of anxiety. 

Peiper #14 in Germany has studied such attacks 
of “apnoea” in great detail, especially as they occur 
in the premature child. He follows Lumsden in 
accepting several anatomical centres grouped into 
a physiological unit and describes a periodic centre, 
a gasping centre, a hiccup centre, and a centre for 
movements of the larynx as well as the highest 
centre for normal breathing. ‘“‘ Block”? may occur 
between these centres leading to the development of 
one of the special varieties of respiration indicated 
in the labels of the centres. Peiper is emphatic that 
injury to the medulla is by no means essential in the 
development of apneic attacks, and he attributes 
the disturbance to immaturity or an “unripe” 
condition of the centre. 


(b) Damage to the centre.—Diminished blood-supply 
brought about by increased intracranial pressure is 
a commoner cause of respiratory failure in this group 
than the more obvious damage caused by hemorrhage 
into or around the medulla. In an important sym- 
posium on _ this subject Crothers’® gave the 
neurologist’s point of view, pointing out that in 
delivery the foetal head is subject to great compression, 
and delay in labour means increased pressure and 
edema. If there is congestion in the medulla, then 
violent artificial respiration in the form of pressure 
on the chest can only, he points out, drive more 
blood into the skull and is a certain way of causing 
a further rise in intracranial pressure. Cruickshank,?* 
in his important monograph on the causes of neonatal 
death, has also emphasised the fact that edema of 
the brain rather than gross hemorrhage is the 
commonest finding in babies dying of respiratory 
failure. Since I introduced the method of using 
hypertonic saline per rectum,’? I have been struck 
with the way in which babies with attacks of cyanosis 
and irregular respiration have come to breathe 
normally as the intracranial pressure was reduced. 
I believe that the sudden release of pressure after 
delivery not infrequently leads to the slow develop- 
ment of edema of the brain with symptoms of 
increased intracranial pressure, of which respiratory 
failure may be one, on the second to fourth day after 
birth. The risks of damage to the respiratory centre 
after breech delivery need no emphasis, and the 
risks of traction in this type of labour are well 
recognised. 

(ce) Narcotics.—The modern demand for painless 
labour is not without well-recognised risks to the 


























THE LANCET] 





DR, ALAN MONCRIEFF: 





RESPIRATORY FAILURE [marcH 9, 1935 535 





baby. Shute and Davis ** in a recent valuable study 
call special attention to the dangers attendant upon 
the use of morphine for the mother. They describe 
the typical result as a blue baby who takes a few 
breaths after birth and then relapses into apnea, 
with a worsening of the general condition the more 
physical stimulation is applied in the form of slaps, &c. 
It is generally agreed that the nearer the time of 
delivery morphine is employed the greater the risk 
of depression of the infant’s respiratory centre, and 
the drug should not be used if delivery is expected 
within a few hours, four being sometimes stated as 
an arbitrary limit. Inhalation anesthesia is fraught 
with much less risk, but the recent use of sedatives 
of the barbiturate series for the mother must be 
regarded as also presenting some danger to the 
infant, and I have met with one tragic instance of 
this in the last few months. The narcotised baby 
suffers from depression of a centre which is urgently 
in need of extreme sensitivity if it is to perform its 
functions adequately. 


(d) Chemical factors.—Several differences exist in 
the chemical regulation of breathing in the new- 
born as compared with the adult. Barcroft?* and 
his associates are performing valuable work in proving 
that foetal hemoglobin differs from adult hemoglobin, 
particularly as regards the ease with which it acquires 
oxygen and the comparative difficulty with which 
it gives it up again in the tissues. The fetus is 
growing in an environment the oxygen concentration 
of which is falling all the time, according to Barcroft, 
presenting the same problems as the ascent of 
Everest! As far as the medullary respiratory 
centres are concerned I interpret this as suggesting 
a decreased sensitivity. As regards carbon dioxide, 
it is generally agreed that this is present in excess 
in the blood of the newly born infant, and Henderson?® 
has suggested that the centre is also depressed by 
the continual effect of this raised carbon dioxide 
content of the blood. Some observers ™ have inter- 
preted this to mean that the new-born baby’s greatest 
need is oxygen without carbon dioxide, and although 
I shall return to this in my third lecture, on treat- 
ment, it must be mentioned here that there is still 
difference of opinion as to the exact chemical nature 
of the blood in the normal and in the new-born baby 
with respiratory failure. Eastman * in a fascinating 
study finds in babies in the latter group an acid 
content and carbon dioxide tension which approaches 
or even exceeds the limits compatible with the 
existence of life, and he concludes that the main 
defect in the new-born is a severe, uncomplicated 
alkali deficit. It follows from this brief summary 
that in view of the nature of fetal hemoglobin, and 
the low oxygen tension and the alkali deficit, any 
violent efforts at artificial respiration may, on the 
lines of the Bohr phenomenon mentioned above, 
produce an aggravation of this state of affairs, and 
no physical stimulation should be applied until the 
urgent demands of the tissues, including the respira- 
tory centre, for oxygen have been satisfied. It is 
clear that central respiratory failure due to chemical 
factors occurs because the normal state borders so 
closely upon the pathological. Any slight exaggera- 
tion of oxygen deficit or carbon dioxide excess, for 
example, and respiratory embarrassment will ensue. 

Most of these chemical factors exist before birth, 
and there is one further consideration which may be 
touched upon here. This concerns circulatory dis- 
turbance occurring in the baby before birth. Pres- 
sure on the cord, prolapse of the cord, knots in the 
cord, and placental separation may all, according to 








Kosmak,** produce interference with the circulation 
to the respiratory centres and aggravate or preci- 
pitate respiratory failure after delivery through one of 
the central causes here summarised. 


PERIPHERAL FAILURE IN THE NEW-BORN 


Apart from feebleness or abnormality of the 
respiratory muscles and clear instances due to 
circulatory failure in congenital heart disease, the 
main causes of respiratory failure of peripheral origin 
may be summed up under the headings of obstruc- 
tion and delayed expansion, conditions which are 
intimately connected. 

Obstruction in upper respiratory passages is almost 
a normal finding in the new-born child, due to the 
presence of mucus, meconium, and amniotic debris. 
In the normal child with good muscle tone the glottis 
exerts its normal protective function and prevents 
invasion of the lower respiratory passages. Liquor 
amnii may pass through but is probably easily 
absorbed by the alveolar epithelium. In those 
instances where obstruction is clearly a factor in 
causing respiratory failure such protection by the 
glottis is missing either because of poor muscle tone 
(and hence more likely to be present in the premature, 
feeble infant) or because of respiratory efforts while 
the feetus is still in the uterus. Anyone doing post- 
mortem examinations on new-born babies is constantly 
finding such instances, as I have already quoted in 
my first case, with fecal debris in the finest bronchi. 
A detailed study by Farber and Sweet,** with micro- 
scopical investigation of the lungs of 124 unselected 
babies dying the first five weeks of life, revealed the 
fact that in 88 per cent. there was aspirated material, 
vernix caseosa, and epithelial cells from the foetus 
in the bronchioles and alveoli. There is an obvious 
course for treatment indicated in these studies which 
I shall mention later, but for the moment it is sufficient 
to note that, if respiratory failure from obstruction 
is to be adequately dealt with, half-hearted measures 
at aspiration with the clumsy mucus catheter usually 
employed by midwives cannot hope to prove effective. 
There is a further obstructive factor which is intrinsic 
in origin. The lungs are solid at the birth and the 
walls of the air cells are adherent, with some cohesion 
of the walls of the bronchioles, offering a degree of 
resistance which has been estimated to be at least 
14 cm. of water in the dog (Coryllos).?5 Such resistance 
and obstruction may lead to considerable interference 
with the normal Hering-Breuer reflex whereby, to 
put it crudely, inflation of the lungs initiates expira- 
tory movements, and collapse of the lungs inspiratory 
movements. Increased respiratory effort, put up, 
so to speak, against this resistance, may quickly 
lead to fatigue of the respiratory centre or to the rapid 
shallow form of breathing already mentioned as an 
inefficient type of ventilation. 

It is obvious that obstruction or excessive adherence 
of alveolar walls may lead to delayed expansion. 
The lungs of a new-born baby do not expand com- 
pletely at the first breath as was formerly believed. 
The studies of pathologists had indicated that 
expansion was a slow process taking many days, and 
the objection that such investigations had been con- 
cerned only with babies with fatal respiratory failure 
has been cleverly met by Wasson ** with a series of 
X ray photographs of the chests of normal infants 
showing clearly that full expansion is a matter of 
days. A lusty infant with a strong cry will attain 
full use of its lungs at an earlier date than the feeble, 
premature infant in whom the dangers of respiratory 
failure from delayed expansion have long been 
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recognised, but even strong babies are not immune 
from these risks. Nor does the matter end with 
mechanical difficulties attendant upon obstruction 
and delayed expansion, for the presence of unaerated 
portions of lung may mean that unaerated blood is 
passed through to the systemic circulation, adding 
seriously to the danger of anoxemia already, as 
indicated above, an almost standing menace to the 
new-born baby. 

There is yet one other result of delayed expansion, 
and that is impaired bronchial drainage leading to 
bronchial stasis and infection. Death from broncho- 
pneumonia is the fate of not a few babies who respond 
imperfectly to the methods of resuscitation commonly 
employed. Only too frequently the term “ atelec- 
tasis”’ is applied to an infant as a sort of hopeless 
gesture that some agency out of human control has 
intervened to produce an irremediable condition. 
It should be clearly faced that obstruction, often 
easily removable, is the commonest cause of this 
type of suffocation in the new-born. Henderson *° 
sums up the situation in telling words which may 
be used to conclude : 


‘“* Many children now die at birth or within the neonatal 
period who could and should live. Among those fatalities 
the largest group is that which results from one or other of 
such related conditions as primary or secondary failure of 
respiration, inadequate expansion of the lungs, and 
pneumonia developing from atelectasis.” 


No attempt has been made in these remarks on 
respiratory failure in the new-born to distinguish 
between the traditional types of “* blue ” and “ white ” 
asphyxia. The point will be dealt with in the next 
lecture on diagnosis. Under the heading of causa- 
tion it is sufficient to state that the mechanism in 
the production of both types is precisely similar, the 
difference being one of degree with the addition of 
circulatory factors. 

There is nothing essentially different between 
respiratory failure in the new-born and at later 
periods. The fundamental basis of the control of 
respiration is the same at all ages, and a comparison 
of the second with the first part of the foregoing 
remarks will, I think, reveal that in the second there 
is but a special application of the principles laid 
down in the first. It is unfortunate, as 1 said at 
the outset, that the term “ asphyxia” has become 
so particularly attached to the respiratory disorders 
of the new-born, and a consideration of the extreme 
frequency of obstruction as a cause of failure at this 
period of life fully justifies the suggestion that the 
word “suffocation” is a fairer one to use. 
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THE mental concomitants of chorea are diverse, 
according to the age of the patient and the type and 
severity of the disorder. Those associated with the 
Huntington variety or with other chronic forms 
(arterio-sclerotic and senile) are usually of the nature 
of slow dementias. The acute choreas which may 
be seen from early childhood to the age of 25 are 
more dramatic in this respect. Chorea gravidarum 
may be taken as the type of acute chorea in a young 
adolescent or adult: similar changes may however 
be seen in patients in whom pregnancy cannot be a 
factor. There do not appear any adequate grounds 
at present for distinguishing sharply between the 
familiar, seldom fatal types (presumably rheumatic 
and most often occurring first before the age of 15) 
on the one hand, and the grave forms in which 
psychotic manifestations are so much commoner. It 
seems likely that the age of the patient is the main 
deciding factor in the severity of the disorder. Three 
cases are here recorded which have been seen in the 
last few years in the Maudsley Hospital. 


Case 1.—A. B., a single woman aged 18, was admitted 
to the Maudsley Hospital on April 3rd, 1934. After a 
normal childhood, without neurotic traits or St. Vitus’s 
dance, she began training as a nurse. She was a little 
flighty and excitable, which occasionally got her into 
mild trouble, but a succession of sore-throats bothered 
her more. In February, 1933, she had severe tonsillitis, 
then again in December, and had diphtheria, scarlet fever, 
and German measles one after the other at Christmas, 
1933. In February, 1934, her tonsils were removed, and 
a few days later it was noticed that she fidgeted. She 
could not control her movements, she dropped things, 
slept poorly, and had to leave off work. She became 
terrified and at times delirious, though her behaviour 
varied so much with her company that it was thought to 
be hysterical. Her speech was also affected. 

On admission the picture was one of severe chorea, 
with occasional purposive and responsive behaviour 
suggestive of hysteria. The movements became so violent 
that it was almost impossible to keep her in bed ; she was 
unable to speak clearly, utterance was explosive. At this 
time she had auditory hallucinations—heard her mother 
talking to her and people calling her names; many 
misinterpretations and ideas of reference were present. 
There was no evidence of visual hallucinations. She was 
mostly depressed, at times in a state of terror, and thought 
she was going to die. Anxiety dreams were frequent. 
She was disorientated and consciousness was clouded. 
The picture in short was one of delirium. At times she 
was incontinent; great difficulty was experienced in 
feeding her owing to the violence of the movements. For 
two days a flaccid paralysis of the right side persisted, 
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whilst choreiform movements of the left side were violent. 
Examination of the cerebro-spinal fluid showed nothing 
abnormal in chemical or cellular content. 

She was given Medinal grs. 22} per day and Paraldehyde 
3 drachms at night, together with gradually increasing 
doses of liq. arsenicalis up to a maximum of 27 minims 
per day. She began to improve, and in the middle of 
May the drugs were gradually reduced until by the 
beginning of June she was having none. She remained 
much better until August, when the movements returned 
slightly. She was then given hyoscine with some improve- 
ment. Recently, however, the movements have become 
more conspicuous in the small joints of the hands and 
feet ; the fingers and toes are in a state of continuous 
activity. Occasionally there is a rapid sudden movement 
of the larger joints causing shrugging of the shoulders or 
flexion of the legs, and at times the diaphragm is affected. 

The tongue is still rapidly protruded and withdrawn 
and explosive speech is present. Her forehead is puckered 
as if in perplexity, and occasional more or less inappro- 
priate smiles flash on and off her face. Hypokinetic 
phenomena are present with marked diminution in 
appropriate expressive movements. She complains that 
** her face sticks ’’ and she cannot smile as she used to do. 

No psychotic symptoms other than facility are now 
present. She forgets much of what happened in the 
more acute stage. She has small appreciation of the 
severity of the illness, and even when the movements are 
quite marked she will state that they do not trouble her. 


CasE 2.—C. D., a married man of 25, a porter, was 
admitted on Jan. 6th, 1932. His maternal grandmother 
and his sister had suffered from chorea. One sister had 
committed suicide. The patient at the age of 7 months 
was admitted to a hospital with some form of meningo- 
encephalitis. He had convulsions, screamed, and was 
blind for part of the two years during which he was in 
hospital. He seemed quite well by the time he was 
discharged, but is said always to have been “ nervy.” 
Since then he has had nerve deafness in the left ear. He 
had always walked with the left shoulder raised and the 
occiput turned to the right shoulder. 

The onset of the present illness was gradual. Eight 
months before admission he began to drop things, and 
jerking movements began in the left hand and foot. 
They gradually became worse. At times he complained 
of severe pain down his left arm, back, and shoulder ; 
sleep rhythm was disturbed. On admission the move- 
ments were observable in the left arm and leg and both 
sides of the face. Both large and small joints were 
affected. There were violent contortions and grimacing, 
but at times his face was noticeably blank and expression- 
less. Speech was unintelligible, there was difficulty in 
feeding and marked involvement of the tongue. He 
was distressed and tearful, but well in touch with his 
surroundings. In the cerebro-spinal fluid there were 
no abnormal findings. He became increasingly agitated, 
restless, incapable of speech, difficult to keep in bed, 
and on occasions obscene and vituperative. His heart 
was dilated, his pulse rapid and feeble, and he looked 
moribund, He was given 2 c.cm. Somnifen b.i.d. intra- 
muscularly for nearly six weeks. Under this régime 
the movements gradually diminished and food could be 
given in adequate quantity. Improvement was striking, 
especially at the end of February. He was discharged 
on May 6th, 1932, by which time he had no other symptoms 
than slight movement of the hand when he was agitated. 
He remained well till February, 1933, when the chorea 
returned in his left hand; there was hypotonia (and also 
parwsthesiw) in the left upper extremity. These had all 
cleared up by the end of the year and have not returned, 


Case 3.—E. F., a single girl of 19, was admitted to the 
Maudsley Hospital on March 4th, 1929. There was a 
history of numerous sore-throats, but not of chorea or 
rheumatic fever. Her tonsils were said to have been 
removed at the age of 10. At Christmas, 1928, she had 
influenza, and had not been free of colds since. Two 
days before admission she refused to go out, saying that 
everybody had stared at her in the street. Her talk was 
rambling, she complained of noises at night which kept 
her from sleeping. She screamed on the day of admission 
to hospital and would not dress herself, 
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On admission there was continual movement of the arms, 
jegs, and trunk. Grimacing was present, also explosive 
speech and gusty respiration. It was difficult to feed 
her: she bit through an earthenware cup. The move- 
ments affected especially the ships, shoulders, and smaller 
joints, and ceased during sleep. There was constant 
jerking, and she was difficult to keep clothed and in 
bed. The skin on her trunk, arms, and face was flushed 
bright red. Her heart was dilated. She was well in touch 
and at first codperative so far as the movements allowed 
her to be. Her rather indistinct talk was rambling 
and incoherent. She became more distressed and agitated, 
she rushed about ; speech soon became quite unintelligible. 
She became worse and died of circulatory failure three 
days after admission. Permission for post-mortem 
examination was refused. 


DISCUSSION 


In the light of the foregoing the main points of 
interest in these grave forms of adult chorea may be 
briefly considered. 

The xtiology is always assumed to be toxic, at any 
rate in part, but in the voluminous literature it is 
recognised as possible that here, as in Sydenham’s 
chorea of children, not only a rheumatic infection 
and other environmental factors may be held respon- 
sible, but also a constitutional predisposition (such 
as the study of the pedigrees of such patients would 
suggest). Moreover, in a majority of those who 
have chorea during adult life, a history of chorea 
minor during childhood can be elicited. The increased 
susceptibility after an early attack is also evident 
in the instances where the sufferer from chorea in 
childhood later responds to fatigue, passing illness, 
menstruation, or alcoholic intoxication with a renewed 
appearance of choreic movements. It seems not 
unlikely that in such adult cases as those here des- 
cribed more than one cause must be invoked. There 
are to be considered a possible constitutional factor, 
an earlier rheumatic infection, and also an intoxication 
of some sort responsible for provoking the present 
attack. 

The analysis of the clinical findings and of the 
anatomical changes in fatal cases suggests an inter- 
ference with a complicated system covering cerebello- 
mesencephalo-thalamo-cortical connexions. Whether 
the main emphasis should be laid on the striatal or 
the cortical impairment and whether the affection is 
inflammatory or degenerative is in dispute, but it 
is agreed that a system rather than a “centre” or a 
limited anatomical site is affected. The rheumatic 
noxa appears to find in this system a preferred point 
of attack; it is not possible as yet to say how far 
this depends on inherited qualities in the system 
(special liability) or whether other infectious noxz 

‘an exert the same effects in the first instance. 
Pregnancy appears peculiarly able through endocrine 
or toxic influence to revive or possibly to elicit them. 
The occasional occurrence of choreic symptoms in 
encephalitis lethargica or, in later life, in focal disease 
of the brain suggests that it is not only rheumatism 
that may affect this “‘“system ” in so special a way. 

The anatomical findings are not yet relevant to 
clinical issues. It is impossible to predict during life 
what the microscopic appearances will be or, alter- 
nately, to tell from the histological picture whether 
a patient had shown choreic symptoms. Patho- 
physiological studies have been concerned mainly 
with the disorder of spontaneous and expressive 
movement. Emotional movement has occasionally 
been dealt with, but the psychic aspects of chorea 
as a whole deserve more attention. Little has been 
added to the description of these since the first decade 
of the century (Mapother, Kleist, Viedenz). In 
K2 
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children with the familiar St. Vitus’s dance, the usual 
changes are lability of affect and irritability; these 
are seen as naughtiness, outbursts of anger or crying, 
resentment at sensory stimuli; in others there is 
lessened spontaneity, often masked by the choreic 
movements. In more severe cases, usually in older 
children, the same changes are accentuated, and in 
the fleeting phases of anger or terror there may be 
slight delusional trends. Still more severe forms 
with delirium, hallucinations, delusions of persecution, 
and much excitement are seen in adults, as in the 
cases here reported, or sometimes in children and 
adolescents. 

The relation of these changes to the other features 
of the disorder is not easy. At first one would 
assume that they belong to the symptomatic psychoses 
and exhibit the familiar features of an acute and more 
or less severe exogenous disorder—in short, that 
they are general ‘“ dysergastic ’’ reactions without 
special characteristics. But it would seem unsafe to 
ignore the presumptive localised changes in the 
connexions between cortex, cerebellum, and basal 
ganglia. How far are the apparent disturbances of 
affect attributable to selective damage of the cortici- 
fugal and other paths and of such possible nodal 
points as the thalamus, and how far are they to be 
interpreted as due to general changes such as might 
occur in any cerebral affection which we cannot yet 
refer to a specific function or system of the brain ? 
Eminent neurologists and psychiatrists have pointed 
to close affinities between schizophrenia (both in its 
catatonic and hebephrenic varieties) and severe 
chorea. What then is the relation between the 
disturbances of spontaneous—one may even say, 
with Kinnier Wilson, “subjectively purposeful but 
objectively purposeless’’—movements and _ those 
descriptively similar ones that may be seen in cata- 
tonic excitement ? This is not a question only of 
theoretical interest: it has clinical implications, 
inasmuch as the differential diagnosis between a 
chorea-psychosis and a schizophrenia is at times 
difficult. This is illustrated in the following case :— 


G. H., a university student aged 20, was admitted to 
the Maudsley Hospital on Feb. 23rd, 1929. Her father 
was said to have committed suicide. She was described 
as odd, selfish, impulsive, and unsociable. Two months 
before admission she complained of sore-throat and her 
doctor advised removal of the tonsils. She returned to 
college, and after a few weeks of irritability and restless- 
ness became sleepless and threatened to commit suicide. 
Her limbs and face twitched, she turned her room topsy- 
turvy, she put on inappropriate clothing. She was seen 
by an eminent psychiatrist who diagnosed ‘ emotional 
and ideational instability associated with chorea,” and 
advised removal of her septic tonsils. She continued 
restless, tearing up her bedding, striking people who were 
by her bedside, and often drawing their attention to the 
twitching of her limbs. She upset her food over herself. 
She complained often that people were saying she was 
mad and rotten. In spite of sedative treatment she 
became still more excited, declared she had no longer 
any self-control, and was sure she was going to be shut up. 
She said there were insects in her head. 

On admission there was much grimacing and she jerked 
her limbs about spasmodically. She resisted physical 
examination and would not talk except to say discon- 
nectedly that she was raving mad, and that there were 
vermin on her and in her stomach. When approached 
she would struggle, but in the intervals was mostly quiet, 
though occasionally she threw herself about violently. 
She would not eat. Her movements did not suggest 
chorea. Her heart gradually failed and after a fortnight 
she died. Permission for post-mortem examination was 
not given. 


Apart from clinical considerations, the question 
is falsely posed if one asks how much is neurological 
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and how much not. There is a good deal to be said 
for a modernised view of the motility-psychoses first 
suggested by Wernicke and carried further by Kleist. 
It is impossible to separate sharply what disturbance 
of function is referable to structural damage from 
what is still best interpreted only in terms of function, 
in other words to cleave physiological or neurological 
from psychological. In chorea, as in encephalitis 
lethargica, there is an expression of cerebral damage 
which as a whole stultifies any finally exclusive way of 
study. The psychological method obviously falls short, 
but so for the present does the patho-physiological 
if used to account for all the phenomena. From the 
latter method, however, as a mode of approaching 
part-functions and settling their means of manifesta- 
tion, more may be hoped as contribution towards 
an integrated interpretation than from hypotheses 
about the psychological nature of emotional and 
volitional expression. Psycho-pathology, however, is 
not limited to hypotheses nor to the unprecise study 
of total diffuse phenomena. The emotional, volitional, 
and apathetic-stuporose troubles in chorea, closely 
akin as they are to many disturbances in so-called 
endogenous psychoses, may be studied by the same 
methods of modern psychology (comparative, genetic, 
Gestalt, phenomenological) as are used in psychiatric 
research. It is only from a synthesis between the 
patho-physiological and this latter mode of study 
that a full understanding of the disorder can be 
reached. Many psychiatrists might question whether 
the patho-physiological approach will, as we suggest, 
be the more fruitful and whether such a synthesis 
will be attainable in a sufficiently short period to make 
it a useful aim. The cases here reported illustrate 
the problem raised ; it may be possible to pursue it 
in some further instances (two of which have recently 
come under notice). 

Further questions in regard to these cases are the 
significance of the akinetic phases (such as in Case 1) 
to which Bonhoeffer first drew attention : the alleged 
occurrence of mania or indubitable schizophrenia 
durmg acute chorea; the slight intellectual and 
apraxic disturbances; the mode of treatment and 
the prognosis. As regards the two latter, drugs such 
as cacodylates and other arsenical preparations, 
sulphur, gentian-violet, salicylates, bulbo-capnine, 
urotropin, and luminal have been given ; and latterly 
nirvanol and adrenaline have been extolled. In the 
two cases reported here which recovered, the important 
factors seemed the nursing, the exclusion of stimuli 
as far as possible, adequate feeding, and narcosis 
by means of somnifen and other barbiturates. In 
the administration of somnifen considerable experience 
of its use and dangers in other psychotic conditions 
enabled one to proceed more boldly than would 
perhaps ordinarily be possible. The prognosis cannot 
be assessed in the two surviving cases: one of them 
seems quite well in the circumstances of ordinary 
life, the other after nine months’ illness and two 
relapses still has conspicuous evidences of chorea. 
Other studies (Guttmann, Strauss) suggest a con- 
siderable likelihood of persistent disorders of motility, 
either as choreic movements or tics. 


SUMMARY 


Three cases of chorea with psychosis in young 
adults and one of dubious choreic movements in 
a fatal case of schizophrenia are reported. Besides 
the etiological, clinical, and pathological diffi- 
culties, brief consideration is given to the mode 
in which the psychotic phenomena are to be 
viewed. 
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ALTHOUGH mental deficiency has been the subject 
of much discussion and study during the past few 
years, there is still considerable uncertainty not only 
regarding its incidence but also regarding its cause. 
One only requires to refer to the Report of the B.M.A. 
published in 1932,’ and to that of the Departmental 
Committee on Sterilisation® which appeared last 
year, to appreciate the sharp difference of opinion 
which prevails on such a fundamental matter as the 
importance of hereditary influences. While the 
Report of the Departmental Committee supports the 
idea that hereditary factors are of most importance 
in the production of mental deficiency, that of the 
B.M.A. on the other hand, although admitting that 
heredity is a factor in the «tiology, states that it is 
impossible to express a definite opinion, on the 
evidence at present available, regarding the propor- 
tion in which it can be attributed wholly or partially 
as the cause. 

One of the reasons for this want of agreement would 
seem to be the assumption that mental deficiency is 
merely an expression of the normal variation in 
intelligence with the result that all varieties and 
grades are brought into one group for analysis. There 
is no doubt that impairment of intelligence is the most 
important symptom of the malady, both from the 
medical and sociological points of view; indeed, it 
is this feature which creates the special problem. 
It is, however, exceedingly doubtful if all mental 
deficiency is to be accounted for by the physiological 
variation in intelligence. It may be the explanation 
for the high-grade mental defective in whom impair- 
ment of intelligence is, as a rule, the sole abnormal 
manifestation. And as intelligence as such is 
hereditary this type of mental deficiency may show, 
and as a matter of fact does show, a strong hereditary 
tendency. But in the case of the low-grade defective, 
conditions are otherwise. In only 30 per cent. of 
the examples of this type is impairment of intelligence 
the only abnormality. In 70 per cent. of the examples 
there are other bodily changes which are in no way 
associated with intelligence. Hence it is unwise 
to combine in one group for analysis, as was done 
by the Departmental Committee on Sterilisation, 
both high- and low-grade defectives. With such a 
grouping an hereditary tendency will almost certainly 
be revealed because of the presence of the former 
type, and the extent to which this is apparent will 
depend on the relative proportions of the two varieties. 
This is almost certainly the explanation of the very 
varying estimates by different authors of the influence 
of heredity. For similar reasons the grouping together 
of mental deficiency and other mental diseases, 
e.g., insanity, as was also done by the Departmental 
Committee, is likewise to be deprecated. 

It is only by further investigations and especially 
from the separate study of low-grade mental deficiency, 
and of the various types of which it is composed, that 
a decision on this particular aspect of the problem 
will be obtained. The possibility of these two 
grades of mental deficiency being merely different 
degrees of one condition seems no objection to this 
proposal. Indeed, it might be argued that if they 
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owe @ common cause surely this should be more 
apparent in the most severe examples of the condition. 
The only valid objection to such a method of analysis 
is the inability to provide groups sufficiently large 
for statistical purposes. But if such are obtainable 
it would seem to be the method of choice. 

On account of these various considerations no 
apology is offered for reporting the results of a 
critical analysis of a fairly large number of examples 
of low-grade mental deficiency in an endeavour to 
obtain information concerning the incidence of the 
different types and their cause. Under the heading 
of etiology the factor of heredity is not alone 
considered, but also the possible significance of injury 
at birth, the position of the child in the family, and 
the age of the parents. 


INCIDENCE OF THE VARIOUS TYPES OF CONGENITAL 
MENTAL DEFICIENCY 


There are numerous estimates of the incidence of 
the various types of mental deficiency met with in 
different circumstances, e.g., at certain ages and 
resident in institutions, but it is doubtful if there 
is an analysis extant which refers to the population 
generally. Infantile mortality among certain types 
is notoriously high, and hence the age at which the 
children are examined will influence considerably the 
proportion of the different varieties. Moreover, 
since injury at birth is a definite «tiological factor 
and not infrequently causes death within the first 
few days of life, the importance of this factor in 
almost any investigation will be under-estimated. 
And further, selection of material tends to vitiate the 
statistics emanating from institutions for the mentally 
defective, since a preference for admission is given 
to those children who are educable, at least in so far 
as those whose parents cannot afford to pay ; hence 
the proportion of the lowest grades will not be truly 
representative. 

Dr. John Thomson ® collected a large amount of 
material which consisted of children under 5 years of 
age whom he had observed at a special clinic for 
mentally defective children at the Royal Hospital 
for Sick Children, Edinburgh, and in his private 
practice. Dr. Thomson analysed this material in 
1924 and Dr. Chas. McNeil communicated a further 
analysis of the cases and added those which Dr. 
Thomson had observed between 1924 and 1926, the 
year of Dr. Thomson’s death.‘ Dr. McNeil, in the 
British Medical Journal of last year,® spoke of Dr. 
Thomson’s study as presenting a really good sample 
of mental deficiency as it occurs in the general popula- 
tion in early childhood. It should be pointed out, 
however, that Dr. Thomson made no attempt to 
divide the cases into those which were hereditary and 
non-hereditary, but simply contented himself with 
discussing the incidence of the various types of the 
mischief, and it is only in this connexion that his 
results are quoted. 

During the last 20 years I have observed in private 
practice some 256 examples of congenital mental 
deficiency in childhood, a comparison of which with 
that observed by Dr. Thomson is of considerable 
interest. In both instances the observations and 
records were made by one individual and extended 
over a period of 20 years. In neither group was there 
any selection except that in the material collected 
by Dr. Thomson the children at the time of the 
first observation were under 5 years of age. In my 
own series, on the other hand, the children ranged 
from 1 to 14 years of age. While Dr. Thomson’s 
patients belonged to both his hospital and private 
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clientele, the majority belonging to the former, 
my own cases were seen entirely in private practice. 
Hence the two groups are in a sense complementary, 
Dr. Thomson’s referring chiefly to the poorer classes 
and mine for the most part to the better social class. 
My own group of cases is of course much smaller than 
that of Dr. Thomson, 256 against 847,* but the fact 
that they emanated from the better classes should 
tend to render more complete and more reliable the 
investigation of the family histories. 

The present analysis only deals with congenital 
examples of mental deficiency and for comparison 
I have utilised only this variety from Dr. Thomson’s 
cases, but it may be pointed out that this class 
represented 84-7 per cent. of his total number. I 
have deliberately limited my attention to congenital 
mental deficiency because it is not only far and away 
the most common variety but also the one in which 
there is most urgent need for an evaluation of the 
role of heredity. And further, I felt that my 
experience would have given a false impression of 
the incidence of acquired mental deficiency, since it 
was gained in great part during the epidemic years of 
encephalitis lethargica. In any case, acquired or 
secondary mental deficiency is a separate problem. 
For the most part it is the sequel of encephalitis 
(sporadic and epidemic), syphilis, hydrocephalus, and 
epilepsy, and its prevention is the prophylaxis of 
the individual diseases concerned. 


TABLE I.—Relative Incidence of Different Types 
of Mental Deficiency 








eee John Leonard 
Disease. Thomson. Findlay. 
No. % No % 
Amentia e ea 292 | 34-5 85 33°3 
- with birth injury 47 5:5 29 11-2 
a otal % pane 39-9 — 44-2 
Mongolism 246 29-0 74 28-7 
Microcephalus 25 2-9 11 4-2 
Hydrocephalus —_— — ee wy 
Congenital syphilis 29 3-3 3 1-1 
Sporadic cretinism 46 5-4 — -— 
Tuberous sclerosis .. ae 3 0-3 — _ 
Amaurotic family idiocy <a 4 0-4 - ;o— 
Spastic diplegia— | 
Birth injury certain 7 89 10-4 20 | 17-7 
an + probable va 28 3-2 —_ j — 
No birthinjury.. ee 34 4-0 21 | 2s 
Total — ahs es - 17-6 — | 158 
Hemiplegia— 
Birth injury 4 is — — 4 1°5 
No birth injury .. - _- — 7 2:7 
Total ~ aol is —- a 11 | 4-2 
Various aw _ ae 4 0-4 —_— jj — 
| 
Total .. ca <a 847 —- 257 =| 


In Table I. are given the proportions of the 
various types of congenital mental deficiency 
as met with in Dr. Thomson’s and my own 
cases, and the agreement is remarkable. The 
incidences of mongolism, amentia, and _ spastic 
diplegia, which together account for 85 to 88 per 
cent. of the total, are practically identical, the only 
differences being the proportions in which injury 
at birth was considered an «tiological factor in amentia 
and spastic diplegia. It is a most difficult matter 
to decide, especially many years afterwards, whether 
or not there had been an injury at birth ; indeed, it 
must often be merely a matter of opinion. 

The other types of mental deficiency are relatively 
so infrequent that any differences in the proportions 
are negligible. The less-frequent incidence of the 


* Dr. Thomson’s cases as analysed by McNeil amounted to 
1000, but I have excluded 153 examples of postnatal mental 
deficiency due to epilepsy, hydrocephalus, encephalitis, &c. 





examples due to congenital syphilis in my series is 
not unexpected, since syphilis as a congenital 
manifestation is much rarer among the non-hospital 
than among the hospital class of patient. Although 
I not infrequently saw cretinism in my hospital 
practice, I have never met with the condition in 
private and the same is true of tuberous sclerosis 
and amaurotic family idiocy. These latter types of 
mental deficiency are so very rare that such differences 
do not affect the conclusion that the incidence of the 
various types of mental deficiency as recorded by 
Dr. Thomson is probably true for the child population 
as a whole, since it would seem to be the same for the 
hospital as well as the non-hospital population, and 
for a community resident in the West and one resident 
in the East of Scotland. 


HEREDITY AS A FACTOR IN THE CASE OF MENTAL 
DEFICIENCY 


At the present moment perhaps the most important 
feature in the study of mental deficiency is in how far 
heredity plays a role in its «etiology, and though 
much work on the question has been done within 
recent years opinion is still sharply divided. In 
many quarters the influence of heredity is invoked in 
very general terms, as e.g., by Tredgold,* who believes 
that* it is the inheritance of a vulnerable nervous 
system which may succumb to the most heterogeneous 
influences. It is worthy of note that these writers 
include cerebral hemorrhage among the neuropathic 
taints, although this condition is an evidence of a 
weakness, and possibly an inherited weakness, of the 
cardiovascular system and not of the nervous system 
at all. For others mental deficiency is inherited 
according to the Mendelian law either as a dominant 
or a recessive character. 

In support of the thesis that mental deficiency, 
and even low-grade mental deficiency, is hereditary 
and transmitted as a dominant character, numerous 
family trees have been published. There is the famous 
Goddard 7 genealogical tree of the Kallikak family, 
but this no one nowadays is inclined to take seriously. 
Herd,* in his recent communication on “ Inheritance 
of Mental Deficiency,’’ publishes several almost as 
remarkable family trees showing the extent to which 
mental deficiency has been met with in certain 
stocks. Unfortunately, however, he makes no 
mention of the type or degree of mental deficiency 
present, all the individual members of the various 
families being labelled simply “normal, ? M.D.” 
or “M.D.” If reference is being made to high- 
grade defectives, there is no call for special remark 
as whole families of children poorly endowed 
intellectually are, in the experience of every one, not 
uncommon. But if the condition referred to is low- 
grade mental deficiency, then I consider examples 
such as Herd records anything but representative 
and of the most exceeding rarity. I personally have 
only met with a singlé instance in which two examples 
of low-grade congenital deficiency occurred in one 
family. 

In Table II. there is shown the frequency with 
which a family history of nervous disease has been 
met with in. my own cases. This factor has been 
considered under two headings, viz.: (1) a family 
history of mental deficiency and thus possibly, 
although not necessarily, a history of the same type 
of malady; and (2) a family history of any type of 
nervous disease. A survey of the figures shows that 
at least in the case of amentia (so-called primary 
mental deficiency) and mongolism the numbers are 
sufficiently large to permit of definite conclusions 
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being drawn, and in neither of these conditions is 
a family history of mental deficiency at all frequent. 
In the examples of amentia due apparently to injury 
a history of mental deficiency in a relative was more 
frequent than in those cases of apparently spontaneous 
origin, the percentages being 6-9 and 4-7 respectively. 
When all types of nervous disease are considered the 
proportions in which a positive history was obtained 
were practically the same in each group (17-0 and 
18-0 per cent. respectively), that is, in less than one- 
fifth. 


TABLE II.—Family History of Nervous Disease 


Any 
nervous 
disease 
(per 

cent.). 


Same 
\condition 
(per 
cent.). 


Number 
Condition, of 


cases. 


Amentia .. ke “a eo. 85 
99 (with injury) _—- 30 
» . Total ae 115 





Mongolism as °- oa 74 
Spastic diplegia— 

Birth injury . 

No birth injury 

Total 


oO ée i 
Spastic hemiplegia— 

Birth injury .. 

No birth injury 

Total... wie a ae 
Total spastic diplegia and hemi- 

plegia % ie es 

Epilepsy . 


* Mental deficiency. + Epilepsy. 

In mongolian idiocy, which is not now considered 
hereditary, a family history of mental deficiency 
was obtained in 2-7 per cent. of the cases and a history 
of any variety of nervous disease in 12 per cent. 
This is not very much less than was encountered in 
amentia. In the case of epilepsy there was obtained 
the most frequent history (9-5 per cent.) of a similar 
condition in a relative and at the same time the 
most frequent family history of any type of nervous 
disease (36-7 per cent.). This is in agreement with the 
findings of most workers who have investigated the 
question. 

In spastic diplegia and hemiplegia with mental 
deficiency there is noted very infrequently a history 
of either a similar condition or any other variety of 
nervous disease in a relative, which is in accordance 
with the view that injury probably plays a large 
part in their production. 

The above analysis does not reveal any great 
evidence that mental deficiency is inherited either 
as a clinical entity or as a manifestation of an unstable 
and susceptible nervous system. The fact that the 
parents of mentally defective children are so frequently 
quite normal—indeed, as McNeil correctly says, 
“the great majority of the parents of mentally 
defective children are men and women of average 
or more than average intelligence and character ’’— 
is definite proof that, if inherited, the mischief is 
not of a dominant character. The fact, too, that 
mentally defective parents seldom have mentally 
defective children is also against the idea of the 
condition being due to the transmission of a dominant 
character. Fernald,® for instance, recorded the 
after-histories of 1537 patients who had been dis- 
charged against advice from his institution during the 
course of 25 years; 279 had disappeared and 612 
had been transferred to other institutions. Of the 
remaining 646 there were 470 men and 176 women ; 
27 women had married and had 50 children—37 of 
these children were living and normal; 7 of the 
women had no children. There were 11 unmarried 
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mothers, 8 being morons and 3 imbeciles; all the 
children were normal. Only 13 of the men had 
married and they had 12 children. Six had no 
children; none of the children was defective. 
Recently, too, Penrose ?® recorded the marriage of 
a defective man and woman who had 3 children, 
all of whom were normal mentally. 

Incidentally it will be noted that Fernald’s and 
Penrose’s records do not reveal the undue fertility 
usually ascribed to mental defectives. Of those 
who married, 33 per cent. of the unions were childless, 
which is exactly double what Matthews Duncan!” 
estimated for the hospital class and the aristocracy. 
Of those who had progeny, the average size of the 
family was 2°4, which, it is interesting to record, 
was the size of the average family in the author's 
private clientele, the least prolific section of the 
community. 

It is possible, of course, and as a matter of fact it 
is frequently assumed, that the condition is of the 
nature of a recessive character. In these circum- 
stances it would be much less likely to appear in the 
offspring unless as the result of the union of two 
carriers, which would naturally be _ relatively 
infrequent. One might therefore expect a _ high 
proportion of cousin marriages in the parents of 
defectives. In my series of cases a history of con- 
sanguinity in the parents was only obtained in one 
instance and in this case (one of amentia), which was 
a first child, there was a very definite history of a 
difficult birth. In another instance there was a 
history of the paternal grandparents being full 
cousins and in another both the paternal and maternal 
grandparents were cousins. There is no definite 
information available whether this incidence of 
consanguineous marriages is higher than o¢curs in 
the population generally; the occurrence of one 
consanguineous marriage can have no significance, 
even although the total number of cases investigated 
had been much smaller, on account of the mere 
matter of chance. 

The inheritance of the condition might be an 
example of so-called mutation consequent on a 
peculiar arrangement of the chromosomes in the 
germ plasma, and in these circumstances might 
be most erratic in its appearance and in no way 
suggestive of heredity. For this type of inheritance 
there would be no law, since it would come and go 
or persist pari passu with the particular chromosome 
configuration. And finally, if the condition were of 
an hereditary nature, it is somewhat unlikely that 
it would occur so relatively frequently in the first 
child. Of my cases the mischief was present in all 
types except mongolism just as frequently, or even 
more frequently, in the first born, as the examples 
of other non-nervous diseases (see Table III.). To 
this question I shall return later. 


BIRTH INJURY 


If heredity then is not of serious moment in the 
production of mental deficiency, is there any other 
factor which may possibly be incriminated ? It was 
in 1862 that Little,! at least in this country, first 
expressed the view that injury at birth was responsible 
for cerebral damage. He stated that 75 per cent. of 
all examples of spastic paralysis were due to cerebral 
hemorrhage in consequence of difficult labour. 
Since then most authorities have considered that 
injury is of definite «etiological significance in the cases 
of mental deficiency accompanied by paralysis. It 
has, moreover, been discussed as a possible moment 
in the production of cases of amentia without any 








542 THE LANCET] 


evident paralysis, although, on the whole, this view 
has not received much support. The teaching of 
Collier,!* and Ford and his collaborators," that even 
spastic diplegia is seldom due to birth injury, but 
results from an agenesia of the cerebro-spinal axis, 
has hindered it from being widely entertained. Within 
very recent times, however, there has been a growing 
body of opinion in favour of injury being a cause of 
amentia and that even in the absence of motor 
symptoms. Cornell,'‘ for example, says that “‘ Injuries 
of the head at time of birth . . . produce an unknown 
number of mental deficients,”” and Smith'® remarks 
“At the time of birth, too often, the main injuries 
are overlooked or later, if noted, they have spon- 
taneously improved, so that later in life we often see 
a picture of mental deficiency in which there is no 
outward expression of brain injury or apparent cause. 
I cannot help but feel that many of the cases of mental 
deficiency which present atypical pictures can be 
explained on such a basis.” In support of these 
opinions is the observation of Schroeder '® that the 
“intelligence quotient ” of children born as the result 
of a difficult labour is, on the average, definitely 
below the level of the general mean. 

In the analysis of my material I have classified 
the cases according to whether the labour was difficult, 
instrumental, or natural and easy. Under the heading 
of difficult birth I have included those cases in which 
there was a definite history of injury as well as those 
with probable cerebral injury as evidenced by the 
presence of convulsions immediately after birth and 
difficulty in breathing and inability to suck during 
the first 24 or 48 hours of life. In some cases the 
mother herself had been so badly damaged in conse- 
quence of instrumental interference that she died 
within 24 hours of the confinement. The mere use of 
instruments has not been taken as evidence of a 
difficult birth because in many instances the labour 
otherwise was described as easy and unaccompanied 
by any apparent trouble. It must be remembered, 
however, that the use of instruments is always a 
possible source of cerebral injury. As Ehrenfest ‘7 
says, the really serious physical conditions causing 
damage to the brain are sudden changes in tension 
or pressure applied in any direction, both of which 
may result from the too early use of forceps pulling 
the head through passages not sufficiently dilated. 
It may be, therefore, that the group of difficult 
births does not include all cases in which a trauma 
of the brain had resulted, and hence rather minimises 
the frequency of cerebral injury. 


TABLE III.—Nature of Birth 
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The frequency with which a difficult birth, and 
therefore probable cerebral injury, was recorded in 
my own series of cases is shown in Table III. For 
purposes of comparison the same information is 
supplied for a series of 129 children belonging to the 
same social class as that of my cases but who were 
seen on account of some non-nervous disease. In 
the first place it will be noted that the incidence of 
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a difficult labour was low in mongolism and epilepsy, 
and in the series of control patients suffering from a 
non-nervous affection being 7-0, 8-1, and 5-4 per cent. 
respectively. It is in these three categories, too, that 
there is recorded the highest proportion (69-0 to 75-0 
per cent.) of easy non-instrumental births. This is 
what one would have expected, since mongolism has 
no relation to birth injury, being the result probably 
of some interference with development during early 
foetal life, and epilepsy is a condition in which heredity 
plays an important réle. In the case of amentia, 
spastic diplegia, and spastic hemiplegia, on the other 
hand, very much greater incidences of a difficult 
labour are recorded, varying as they do between 
five and ten times what is met with in the case of 
non-nervous mentally sound patients. A difficult 
birth and probable cerebral injury was met with most 
frequently (51-2 per cent. of the examples) in spastic 
diplegia which, as previously noted, Little ascribed 
to injury of the brain at birth. It is remarkable that 
a history of difficulty at birth was not recorded more 
frequently in the case of spastic hemiplegia, but it 
is possible that the figure 36-6 per cent. is an under- 
estimate. It should be noted that the proportion of 
instrumental births in this condition is very high, 
being double (45-0 per cent.) that met with in any 
other group of cases and that the percentage (9-0) of 
instances in which no particulars were available is 
also unduly high. The small number of cases com- 
prising this group is another factor which leads to 
possible error. 


PRIMOGENITURE 


If, as above suggested, injury is a factor which 
plays any part in the etiology of mental deficiency 
one would expect that it would be more frequent in 
first than in subsequent children, whereas in the case 
of heredity there seems no reason why the order of 
birth should be a matter of any importance. The 
relative frequency during successive pregnancies with 
which the various types of mental deficiency occurred 
in my series of cases is shown in Table IV. For 
purposes of control a group of 522 patients with 
non-nervous maladies and belonging to the same 
social class is also shown. This latter group reveals 
a percentage incidence of first children of 49°6, and it 
is interesting to contrast this frequency with that 
which obtained in those conditions in which there 
was and was not a history of injury. For instance, 
in the examples of the various conditions ascribed to 
injury at birth (amentia, spastic diplegia and spastic 
hemiplegia) the percentage incidence of first children 
is invariably considerably greater, being 78-5 and 91-6 
respectively. Of those examples of the same conditions 
in which there was no history of injury the percentage 
incidence of first children was 40-0 and 57-6, either 
below or only slightly above that of the controls. In 
mongolian idiocy, which notoriously tends to affect 
later children, only 27-0 per cent. of the patients 
were first children, whereas in epilepsy the strict 
parallelism with the control series is the striking 
feature. 


AGE OF THE PARENTS 


The age of the parents as it affected the welfare, 
physical and mental, of their offspring was considered 
by the ancients a matter of considerable moment. 
As Aristotle 1* said, ‘‘ Premature conjunctions produce 
imperfect offspring, feeble in make and short in 
stature.” Indeed, this was a point of view which 
found such support through the ages that it ultimately 
became popular belief. Writing in 1871, Matthews 
Duncan '* states quite unequivocally that the very 
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young and very old parents are more liable than thone 
in their prime to have mentally deficient children, 
and he quotes statistics from France and England 


in support of this opinion. Within recent years, 


however, there has been a tendency to ignore this 
For 


factor in the problem of mental deficiency. 





Ist 
(192 0 114 54°3 
Control 5; 1924 171 51-4 
11928 237 46-0 
Total 522 49-6 
Mongolism 74 27-0 
Amentia— 
Birth easy .. “a nes as 85 40-0 
Birth difficult ae at 28 78-5 
Total . 113 49°5 
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ment of the genital passages or the want of elasticity, 
both of which so often lead to difficulties in delivery. 
In the cases of amentia in which there was no history 
of a difficult birth the divergence from the control 
is not so marked : the proportion of mothers between 
25 and 35 years was practically the same as prevailed 


Child. 
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example, Tredgold,?° writing in 1929, concludes that 
the influence of the age of the parents without morbid 
heredity is very slight. 

The age of the mother of course has a direct 
effect on the physical conditions governing delivery 
and consequently for this reason alone, by render- 
ing delivery more difficult, the child can be very 
adversely influenced. But it seems not impos- 
sible that age might have effects from other 
reasons. Either through immaturity or senile degen- 
eration of the germ plasma the product of conception 
might be influenced and thus the age factor be of 
significance not only in the case of the mother but 
in the father as well. 

The age of the parents at the time of the birth 
of the various examples of mental deficiency of 
my series is shown in tabular form below (Table V.). 


TaBLE V.—Age of Parents at Birth of Child 








in non-mental cases; there were, however, fewer 
young mothers with a corresponding increase in those 
over 35 years old. In the case of mongolian idiocy 
there is revealed the well-known tendency for this 
to appear in conceptions occurring late in life, more 
than 50 per cent. of the mothers being over 35 years 
of age and 5-6 per cent. over 45 years. 

As it is customary, at least in this country, for 
individuals of approximately the same age to marry, 
one would expect that the age of the father at the 
birth of the child would more or less correspond to 
that of the mother. Such indeed is the case for, 
while 61-9 per cent. of the mothers of the control 
children were between 25 and 35 years of age, 58-8 
per cent. of the fathers were of the same age. There 
is, however, revealed the tendency for the husband to 
be slightly older than the wife, as is shown by the 
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A survey of the figures shows that in not one 
single instance of the birth of a normal, or at 
least mentally sound, child was the mother under 
20 years of age and that in the majority of cases 
the mother was between 25 and 35 years at the 
time of the birth of the child. On the other hand, in 
the cases of amentia in which there was a history of 
a difficult birth, and also in the examples of spastic 
diplegia and hemiplegia, a certain proportion of the 
mothers were under 20 years of age and an undue 
proportion, in fact almost twice that in the control 
series, were over 35 years at the birth of the child. 
This is no doubt associated with incomplete develop- 









relatively small proportion (3-5 per cent.) of fathers 
under 25 years of age and the relatively large propor- 
tion over 35 years (36-7 per cent., as against 18-7 
per cent. of mothers). Although the age of the father 
can in no way affect the nature of the birth it is 
possible, as already suggested, that the germ-cells of 
the older man suffer like his other tissues and render 
the products of conception more vulnerable from 
any cause whatsoever. At any rate, in my series of 
cases of amentia without any history of injury, and 


in mongolian idiocy, the fathers are on the average 
older than in the case of normal children, 
cent. of the fathers of mongols, 


69-3 per 
55-1 per cent. of the 
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fathers of aments, but only 35-9 per cent. of the fathers 
of the mentally sound children being over 35 years 
of age. 

Just as undue youth or age of the parents has been 
considered to play a part in the production of mental 
deficiency, so also a discrepancy between the ages of 
the parents has been mentioned as a possible 2xtio- 
logical factor. The findings with regard to this latter 
point in my own cases are shown graphically in the 
accompanying charts (see Figure). The harmony ofthe 
curves representing the average ages of the husbands 
and wives in the control series—i.e., the children not 


(3) The analysis lends little suppert to the idea 
that heredity plays any important role in the causation 
of mental deficiency. : 

(4) Injury at birth is a much more important 
ztiological factor. This view is based on a history 
of a difficult birth with convulsions and want of 
vitality during the first one or two days of life and is 
supported by the high incidence of first children 
affected and the youth or undue age of the mother. 

(5) The age of the father of the mongolian idiot 
and the so-called primary ament is on the average 
greater than that of the father of the normal child. 
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Charts showing graphically 
(c) aments in which the birth was easy, 
hemiplegia, and (f) children suffering from epilepsy. 


mentally affected—is striking and is in contrast to 
that which prevails in the case of the various types of 
congenital mental deficiency except mongolian idiocy. 
In the case of this latter condition the parallelism 
of the two curves is also a marked feature, but there 
is one difference from the control series—viz., that the 
parents of the mongol are on the average a decade 
older. The discrepancy between the ages of the 
parents is most marked in the case of amentia in which 
there is no history of a difficult birth, but it is also 
noticeable to a certain extent in the examples giving 
a history of a difficult labour. The latter group shows 
in addition the preponderance of young and elderly 
mothers, and in the case of epilepsy the arresting 
feature is the proportion of very young and very old 
fathers. 
SUMMARY 

(1) A series of 256 examples of low-grade congenital 
mental deficiency met with in private practice in 
Glasgow and the West of Scotland is analysed. 

(2) The proportion of the various types approxi- 
mates that found by the late Dr. John Thomson in 
the general child population of Edinburgh and the 
East of Scotland. 


the relative ages of the fathers and mothers of (a) mentally sound children, 
(d) aments in which the birth was difficult, 





(b) mongolian idiots, 
(e) children with spastic diplegia and 


(6) There is a greater difference between the ages 
of the father and mother in the case of the mentally 
deficient child than in the case of the mentally 
sound child. 
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THE RAPID DIAGNOSIS OF CEREBRO- 
SPINAL FEVER 
By B. G. Marorairu, M.B. Adelaide, B.Sc., 
D.Phil. Oxon. 


BEIT MEMORIAL FELLOW 


(From the Sir William Dunn School of Pathology, Oxford) 





IN a previous paper’ comparing the available 
methods of diagnosing cerebro-spinal fever from the 
spinal fluid it was shown that the polyvalent pre- 
cipitin reaction was a reliable test for the presence of 
meningococcal infection. 

The reactions of a series of 300 spinal fluids in 
polyvalent antimeningococcal horse serum obtained 
by the injection of recently isolated English strains 
of meningococci have now been examined at Oxford, 
and the results obtained have been very consistent. 
Thus, of 120 spinal fluids from bacteriologically 
proved cases of cerebro-spinal fever, all except 4 
precipitated on the addition of the polyvalent anti- 
meningococcal serum. The four fluids in which no 
precipitation occurred were from the following cases. 

(a) A patient convalescent for three months. 

(b) A case described as ‘ more septic#emic than menin- 
geal, as there were numerous petechie and purpuric 
hemorrhages.”’ The fluid contained only a small amount 
of pus, but a Group I.-III. meningococcus was grown 
from it. The blood culture was negative. 

(c) A case diagnosed by agglutination as Group II. 
infection. 

(d) A case in which the fluid was from the first lumbar 

puncture on the first day of the disease. 
Considering the nature of these negative fluids, it 
seems reasonable to suppose that the precipitin 
reaction is nearly always positive in frank cases of 
meningococcal infection, and, given a good serum, 
should therefore be a reliable means of diagnosis. 
This is borne out by the examination of fluids from 
diseases other than meningococcal meningitis—-such 
as tuberculous, streptococcal, and B. influence 
meningitis, poliomyelitis, encephalitis, syphilis, mental 
disorders, and even from normal sources. 

One hundred and eighty non-meningococcal fluids 
have been tested with polyvalent antimeningococcal 
horse serum and the reactions have been negative in 
all but 2 cases, both of which were diagnosed clinically 
as tuberculous meningitis, although bacteriological 
diagnosis was not made in either case. These results 
with such a diversity of non-meningococcal spinal 
fluids indicate the specificity of the polyvalent anti- 
meningococcal precipitin reaction for the detection of 
meningococcal infection of the cerebro-spinal tract. 

As shown in the previous paper, the complement- 
fixation test has not proved as reliable as the precipitin 
reaction in detecting meningococcal infections.1 Thus, 
out of 61 fluids from proved cases of cerebro-spinal 
fever, 6 gave negative results. Of the negative fluids 
4 were from uncomplicated cases of cerebro-spinal 
fever; one was removed on the second day of the 
disease and the sixth was obtained from a case of 
Group II. infection. All these fluids gave positive 
polyvalent precipitin reactions. All except 1 of the 
56 control fluids examined failed to fix complement. 
One fluid was anticomplementary. 


THE MONOVALENT PRECIPITIN REACTION 


The first attempt to use monovalent precipitin 
sera in the grouping of meningococci was that of 
Marie,? who showed that the meningococcus could 
be separated in this way from the “ parameningo- 
coceus.”’ Since then little has been done until Rake,* 
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after obtaining I-III. and II. polysaccharide fractions 
from meningococci and making sera which were 
relatively specific to the fractions, showed that 
meningococcal infections could be “typed” by the 
reactions of spinal fluids with the specific sera. 

Similar monovalent Group I-III. and Group II. 
antimeningococcal precipitin sera have been prepared 
at Oxford and tested against spinal fluids from 
bacteriologically proved cases of cerebro-spinal fever. 
The results indicate that at least Group I-III. 
meningococcal infections may be detected by this 
means. The relative infrequency of Group II. 
meningococcal infections in England at present has 
not permitted a thorough test of the Group II. 
monovalent precipitin sera. 

The monovalent precipitin reaction is best obtained 
by the ring test, which is equally applicable to the 
polyvalent reaction. 

The suspected spinal fluid is first centrifuged at high 
speed until it is cleared of all debris. If the fluid has 
been sent by post for examination or appears slightly 
infected, it may be heated to 56° C. for an hour without 
interfering with the result of the precipitin reaction. A 
few drops of the monovalent serum are pipetted into a 
Dreyer agglutination tube, which must be scrupulously 
clean, and a similar volume of the cleared fluid is carefully 
layered over it. The line of junction of the serum and 
spinal fluid is examined at once, and if no reaction is 
noted the tube is placed in a water-bath and incubated 
at 37° C. for an hour and then re-examined. When there 
is an abundance of precipitinogen in the spinal fluid the 
reaction will often take place within a few minutes even 
at room temperature, appearing as a fine white opaque 
ring of precipitation at the junction of the serum and 
the spinal fluid. Incubation causes this ring to widen 
and become denser, but incubation for more than an 
hour is seldom necessary for the test. Sometimes a 
fluid which fails to give a ring reaction will develop a 
faint precipitation after the serum has been shaken up 
with it and the mixture further incubated. 


The precipitin reactions in the form of ring tests 
obtained with the author’s monovalent antimeningo- 
coccal sera are shown in the accompanying Table. 


Table showing the Precipitin Reactions of Spinal Fluide in 
English Monoralent Precipitin Sera 


Positive precipitin 
reactions. 
D wy by Fluids. Monovalent sera. 





oly va- 
lent 
serum. Group Group 
I.-I11. si 
Meningococcal— 
Group I.-III. os 19 19 19 0 
a gee we 5 5 0 1* 
me 3 7 7 4 0 
Control cases other than | 
cerebro-spinal fever. . 9 0 0 0 





Note.—The control cases included fluids from streptococcal, 
pneumococcal, and tuberculous meningitis and encephalitis. 
* Only three fluids were tested with this serum. 





It will be seen from the Table that the fluids examined 
from cases of Group I.-II]. meningococcal infection 
all precipitated in the Group I-III. monovalent 
precipitin serum, but not in the Group II. serum. 
On the other hand, the Group I.-III. serum does not 
precipitate either the control fluids or those from 
cases of Group II. infection. The lack of fluids from 
Group II. cases makes the results incomplete, but as 
the monovalent Group II. serum (prepared from a 
nasopharyngeal organism) reacts strongly with 
extracts of similar Group II. organisms, it is possible 
that further investigation will show precipitation 
K 3 


| 
| 
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with this : serum to be a 5 reliable met thod of dingnosing 
Group II. infections. 

Comparison of the monovalent precipitin reactions 
obtained with English and American monovalent 
sera shows that the American Group I-III. serum 
gives positive results wherever precipitation occurs 


with the corresponding English serum. In the single 
case in which the English Group IJ. serum reacted 
with a fluid from a case of Group II. infection, the 
American Group II. serum gave no reaction. 


GENERAL VALUE OF THE PRECIPITIN 
DIAGNOSIS 

The chief value of the precipitin reaction in the 
diagnosis of meningococcal infections of the spinal 
tract lies in the amount of time it saves. Compared 
with the two or three days necessary for the cultiva- 
tion, suspension, and agglutination of the organisms 
from the spinal fluid, a positive precipitin reaction 
may be obtained in cases of active Group I.—III. 
infection within a few minutes or at the latest within 
an hour or two from the withdrawal of the fluid. 

For example, in a recent case of cerebro-spinal fever 
the fluid received after lumbar puncture was immediately 
set up against polyvalent, Group I.-III. and Group II. 
precipitin sera as described above. A ring of precipitation 
with the Group I.-III. serum developed at room tempera- 
ture almost at once, and the diagnosis of Group I.-III. 
meningococcal infection was accordingly made. This was 
subsequently proved correct. The polyvalent precipitin 
reaction was positive, and the reaction in the Group II. 
serum was negative. After isolation from the fluid the 
organism was found to develop a halo in immune 
Group I.-IIT. serum agar and agglutinated in Group I.-ITI. 
serum. 

Similar satisfactory results have been obtained with 
other spinal fluids from cases of cerebro-spinal fever, 
the precipitin reaction enabling the diagnosis to be made 
long before it could have been established by agglutination. 

The time after the clinical onset of the disease at 
which the precipitinogens first appear in the spinal 
fluid varies from case to case. Thus, in several cases 
of cerebro-spinal fever, fluids withdrawn within 
24 hours of the clinical onset of the disease have 
returned strong positive reactions both in the 
polyvalent and monovalent sera, while in other cases 
the precipitin reaction has remained weak or negative 
for several days after the onset. 

The precipitin reaction seems to be dependent to 
some extent on the type of case from which the 
spinal fluid has been withdrawn, in so far as the more 
septicemic fulminating cases may give poor or nega- 
tive reactions. With frank meningococcal infection 
of the cerebro-spinal system, however, the reaction 
seems generally positive with good sera and is not 
dependent, for example, on the chloride content of 
the fluid or the amount of pus formation. Thus the 
cases in which the precipitin reaction has proved 
strongly positive have included those in which the 
cerebro-spinal fluid was practically full of poly- 
morphonuclear leucocytes as well as others in which 
pus could not be detected, although the organisms 
were present. 

The effect of intrathecal inoculation of therapeutic 
antisera has not so far been great in the English cases 
which have been followed up, precipitinogens being 
still found in fluids from cases long after treatment 
has been commenced. 

The importance of the polyvalent precipitin 
reaction at the moment lies in its wide application. 
Thus it not only occurs with all the fluids from cases 
of Group I.-III. infection, but also meningococcal 
fluids from infections with the heterogeneous Group IT. 
organisms which are missed by the Group II. serum 
in use. Moreover, the use of the polyvalent precipitin 


REACTION IN 





serum in diagnosis is sufficient for present clinical 
purposes, since therapeutic sera are mostly polyvalent. 
With the production of more specific therapeutic 
antisera, however, good monovalent precipitin sera 
should become essential for the rapid diagnosis of 
cerebro-spinal fever. 


NOTE ON THE PRODUCTION OF MONOVALENT PRECIPITIN 
SERA 

If the precipitin reaction is to be of any value in 
diagnosis high-titre sera must be available, for the 
dilution of the “ antigen” present in the spinal fluid 
in cases of cerebro-spinal fever is often greater than 
1 in 100,000. Sera prepared with the object of 
obtaining a high agglutinin titre are often useless 
for precipitin reactions, and sera with good precipi- 
tating powers are frequently weak in agglutinins. 
The most consistently good monovalent precipitin 
sera have been obtained by a method similar to that 
described by Rake.* 


Rabbits of 2500 to 3000 g. are inoculated daily for a 
week with increasing intravenous doses of living meningo- 
cocci of the group required, starting with 1000 million 
organisms on the first day and increasing at the end of a 
week to 2000 million organisms per dose. No inoculations 
are given for the following week, after which a similar 
series of daily intravenous doses are injected. The 
animals are then allowed to rest for six weeks to two 
months and then receive a further series of daily inocula- 
tions for a week. After another rest of a week a single 
dose of 2000 million living organisms is given and the 
animals are bled on the sixth day. More than three 
series of daily inoculations may, of course, be given. 
The serum so obtained is tested against standard solutions 
of the homologous meningococcal polysaccharide fraction, 
and usually precipitates this ‘‘ antigen” at an antigen 
dilution of 1 in 1,000,000 to 10,000,000. 

The long period of rest between sets of inoculations 
seems of value for obtaining high precipitin titre rabbit 
sera, but this is not so in the case of the horse. 

A polyvalent diagnostic serum is prepared by the 
Lister Institute and can be obtained from Messrs. 
Allen and Hanburys Ltd. Instructions for carrying 
out the full test accompany each outfit, but the 
serum is equally suitable for the ring test. 

A very limited supply of both Group I.-III. and 
Group II. monovalent precipitin sera is also available 
and may be obtained from the author through the 
Standards Laboratories, Oxford. 


SUMMARY 

The polyvalent precipitin reaction obtained by 
the interaction of polyvalent antimeningococcal 
horse serum and the centrifuged spinal fluid is a 
reliable method of diagnosing meningococcal infections 
of the cerebro-spinal system. Cases of Group I.—III. 
meningococcal infection can be diagnosed in a few 
minutes from the withdrawal of the spinal fluid by 
a monovalent precipitin ring reaction. It is probable 
that many Group II. ‘infections may be similarly 
detected by Group II. monovalent sera. The mono- 
valent Group I-III. precipitin reaction can be 
demonstrated within 24 hours of the clinical onset 
of the disease. 


My thanks are due to Dr. G. F. Petrie, of the Lister 
Institute, Elstree, and to Dr. G. Rake, of the Rockefeller 
Institute, New York, for supplies of sera, and to numerous 
pathologists and medical officers of hospitals for specimens 
of spinal fluids. Also to Dr. A. D. Gardner, of the 
Standards Laboratory, Oxford, for help and criticism. 
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INFANTILE SCURVY TREATED WITH 
SYNTHETIC ASCORBIC ACID 


By A. Doyne C. Bett, B.M. Oxon., M.R.C.P. Lond. 


CHIEF ASSISTANT, CHILDREN’S DEPARTMENT, ST. THOMAS’S 
HOSPITAL, LONDON 





Wuitrt this case presents no unusual clinical 
features it is here recorded because it is, we believe, 
the first fully reported ease of the cure of a deficiency 
disease by the administration of a synthetic vitamin. 
In the course of some investigations into the excretion 
of ascorbic acid in the urine Harris and Ray ' mention 
the case of a scorbutic infant to whom the synthetic 
acid was given, but their paper was not concerned 
with the clinical aspect of the subject and no clinical 
account is therefore given of the child’s condition 
before or after treatment. 


The preparation used in this case was ascorbic 
acid (vitamin C) synthesised in the laboratories of 
Messrs. 8. A. F. Hoffmann-La Roche and Co., Ltd., 
from physiologically inactive substances. To this 
firm I wish to express my thanks for enabling me to 
obtain a supply of the acid. The synthetic acid has 
been shown experimentally to have the same anti- 
scorbutic activity as the natural acid.2* One cubic 
centimetre of lemon juice contains about 0-5 mg. 
of ascorbic acid, and the daily dose used in this case, 
50 mg., is therefore equivalent to 100 c.cm. of lemon 
juice or the contents of about two lemons. 


A. B., aged 8 months, was brought to the children’s 
department of St. Thomas’s Hospital on the morning of 
Tuesday, Jan. 29th, 1935. He was said to have weighed 
12} lb. at birth and was never breast-fed. During the 
first six months of life the food consisted of boiled cow’s 
milk, diluted with barley-water, to which sugar was 
added. From the sixth month the feeds have consisted 
of oatmeal gruel, made from patent groats, and 1} pints 
of boiled cow’s milk. No cod-liver oil, fruit juice, nor 
green vegetables had ever been given. On presenting her 
baby at hospital the mother gave a history of its 
irritability and constipation during the last two months. 
More recently the irritability had increased and this was 
attributed to the eruption of teeth at that time. During 
the last two days there had been a loss of appetite 
and almost constant crying. The child had been dis- 
inclined to move his legs, and handling of these limbs, 
especially the left leg, had oecasioned outbursts of 
screaming. 

The infant was found to be pale, plump, and flabby, 
weighing 18lb. loz. There was marked rachitic beading 
of the costochondral junctions, but no other obvious bone 
change. The child was extremely irritable and handling 
of the legs evoked screaming ; no other part of the body 
appeared similarly tender. The gums, especially the 
upper, were purple and congested with hemorrhage around 
the four upper and four lower incisors. The vrine was 
found, on microscopy, to contain a few red blood-cells. 
There were no subcutaneous hemorrhages and no swellings 
suggestive of bleeding in bones or joints. The temperature 
was 99-6° F. and the pulse-rate 145 per minute. Radio- 
grams by Dr. G. Fildes of the bones showed active rickets ; 
there was some scorbutic widening and increase of density 
of the zones of provisional calcification, but no evidence 
of hemorrhage. The presence of rickets is not surprising 
in the case of a child fed on a diet so rich in cereals, and 
is in accordance with the results of E. Mellanby’s 
work on the effect of cereals and their interaction 
with other factors of diet and environment in producing 
rickets.‘ 

After admission to the ward a daily dose of 50 mg. 
of synthetic ascorbic acid was given by the mouth. The 
feeding consisted of boiled milk and water with an addition 
of cane sugar, a diet containing no significant amount of 





vitamin C. Four teaspoonfuls of 50 per cent. cod-liver 
oil emulsion was given daily. 


Twenty-four hours after the initial dose of the 
vitamin (on Jan. 30th) the child was seen to make 
spontaneous and apparently painless movements of 
the legs. He was still extremely irritable, but passive 
movement of the legs produced no screaming. The 
urine contained blood-cells, and the presence of blood 


-was confirmed by a positive benzidine reaction. 


Forty-eight hours after the onset of treatment 
(Jan. 3lst) the irritability was much less and he 
was sleeping well. The temperature was still above 
99° F. and the pulse-rate 120. The urine still con- 
tained blood-cells and the benzidine test was positive. 
On the next day (Feb. Ist) the infant was lying 
comfortably in bed and was much less irritable. 
The colour of the cheeks had greatly improved and 
the gums, though still swollen, were now more pink 
than blue. The pulse had dropped to 105 and the 
temperature was normal. The urine was free from 
blood as indicated by its failure to give a positive 
benzidine test. 

On Feb. 2nd the dose of ascorbic acid was reduced 
to 30 mg. daily. The child had now a good colour, 
was taking food eagerly, and smiled cheerfully when 
approached. Further progress was steady and 
uneventful. The rickets of course, required further 
treatment. 
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RESPIRATORY OBSTRUCTION FOLLOWING 
SPONTANEOUS SURGICAL EMPHYSEMA 


By James Cook, F.R.C.S. Edin., D.P.H. 


DEPUTY MEDICAL SUPERINTENDENT, BIRKENHEAD MUNICIPAL 
HOSPITAL 





SPONTANEOUS surgical emphysema complicating 
broncho-pneumonia in childhood is in itself suffi- 
ciently rare to be of interest, and so seldom does it 
give rise to acute respiratory obstruction that the 
following notes may be of interest. 

A well-developed female child, aged 7 months, was 
admitted to Birkenhead Municipal Hospital on 
Jan. 10th, 1935. Not until the afternoon of the 10th 
had her condition caused concern, when her parents 
sought medical advice, believing that the child was 
suffering from the effects of teething. 

On admission to hospital she was restless and 
anoxemic and suffering from severe respiratory 
distress. There was no membrane in the throat, 
but it was noted that an extensive surgical emphysema 
involved the tissues of the neck and chest wall. The 
trachea could not readily be felt on account of the 
pressure of air in the overlying tissues. So urgent 
was the dyspnea that a tracheotomy was performed 
a few minutes after admission. The trachea was 
found to be flattened as a result of pressure from 
without and tracheotomy failed to relieve the obstruc- 
tion. Stimulants and artificial respiration were 
without effect and the child died seven minutes 
after the commencement of the operation. Post 
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mortem, both lungs were found to be completely 
collapsed except for small areas at the apices due 
probably to absorption of alveolar air following 
tracheal obstruction. There was a small patch of 
broncho-pneumonia in the right lung, and the medias- 
tinal tissues were the seat of surgical emphysema. 
The failure of tracheotomy was apparently due to 
pressure of air on the lower trachea and primary 
bronchi. 


I am indebted to Mr. R. A. Grant for permission 
to publish these notes. 





THREE ATTACKS OF SCARLET FEVER 
WITHIN FOUR MONTHS 


By J. Toprsco, M.D., D.P.H. 


RESIDENT MEDICAL SUPERINTENDENT, BOROUGH HOSPITAL, 
CROYDON 





A Boy, aged 5 years, was admitted to the Borough 
Hospital on June 15th, 1934, suffering from scarlet 
fever. He had not previously had any infectious or 
other diseases. 


On admission there was marked general erythema ; 
the throat was much injected and the tongue was peeling. 
Temp. 102-6°F.; pulse-rate 140. On the fifth day after 
admission he was given 10 c.cm. of antistreptococcal 
scarlet fever serum, his temperature having kept up 
between 101°-103° F. during this period and the rash 
persisting. By the tenth day his temperature was normal, 
the rash had faded, and tongue peeled. Two days later 
desquamation was noted becoming general with ‘ glove- 
like ” peeling of his hands and feet. He made an uninter- 
rupted recovery and was discharged on July 19th. 
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He was readmitted on July 22nd with a general scarlet 
fever rash, injected throat, and coated tongue. Temp. 
102-4° F. ; pulse-rate 160. Another 10 c.cm. of scarlet 
fever serum was given on admission after previous desensi- 
tisation. Four days later his rash had faded and the 
temperature was normal, the tongue having peeled. 
On July 28th he developed a blotchy general serum rash 
which disappeared the next day, but the temperature was 
normal. He subsequently did not peel or develop any 
complications. 

On August 26th a general scarlet fever rash was noticed 
for the third time with injection of the throat and a coated 
tongue. Temp. 100° F.; pulse-rate 120. He was given 
another 10 c.cm. of scarlet fever serum. The temperature 
kept between 100°-102° F. for two days when it became 
normal and the rash faded. On that day following the 
injection of serum a severe focal reaction appeared in the 
thigh with much redness and swelling at the site of injec- 
tion ; this was followed by a general serum rash lasting 
for 24 hours, and by then the swelling of the thigh had 
subsided. Left-sided adenitis developed on August 31st 
which persisted until Sept. 14th with no fever. He did not 
show any signs of desquamation and was discharged on 
Sept. 24th. 


Though two attacks of scarlet fever following each 
other either during hospital isolation or within an 
interval of years have often been noted, three attacks 
of this disease are very unusual. This child seems 
to have been particularly susceptible to scarlet fever 
and possibly the repeated injections of scarlet fever 
serum increased this susceptibility temporarily. It 
should be noted that the only complication noticed 
was adenitis which did not appear until the third 
attack. 


I wish to thank Dr. Oscar Holden, medical officer 
of health for Croydon, for permission to publish this 
case. 
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SECTION OF OTOLOGY 


At the meeting of this section, held on March Ist, 
the president, Mr. E. A. PETERS, occupying the chair, 
a discussion took place on the 


Diagnosis of Senile Deafness and its 
Amelioration 


Mr. W. S. THACKER-NEVILLE, in opening, dealt 
with aural treatment. He analysed the case-sheets 
of 120 of his private patients who were over 60 years 
of age, with the following result. Their average age 
was 70 years; 62 were men. Of the 120, 5 com- 
plained of pain ; 12 had a grossly abnormal tympanic 
membrane, 5 of them having dry perforations; 102 
complained of deafness. Of the 18 who made no 
complaint of deafness 7 had vertigo and tinnitus or 
vertigo alone, and 2 had pulsation due to otitis media. 
Tinnitus, usually due to vascular lesions, was present 
in 60 cases. Bone conduction of sound of a watch 
was absent on both sides in 61 cases, present on one 
side in 18, and present on both sides in 14. It was 
not examined for in 27 patients. Air conduction 
for the watch was present on both sides in 67 cases, 
on one side only in 26, while it was absent on both 
sides in 11; in 16 cases this was not tested. The 
low limit was ascertained in 94 patients, a total of 
127 ears being tested ; 63 of these patients heard 
32 double vibrations per second, 36 heard 64 double 
vibrations, while in 13 the low limit was raised above 
64 vibrations.. Rinné’s test was used on 172 ears; 
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in 140 of these it was positive, in 23 it was negative, 
and in 5 air and bone conduction were equal. 
Schwabach’s test was employed in 72 ears; it was 
normal in response in 9, absent in 1, and the average 
for 62 patients was 4-2 seconds. Wax was present 
in quantity in thirteen ears, and in 16 patients the 
teeth were at fault. Rhinitis, including hypertrophy 
of turbinates, deviated septum, and vaso-rhinitis, 
was present in 9, and sinusitis in 40 patients. 

Treatment of senile deafness was certainly, in 
Mr. Thacker-Neville’s opinion, worth while. Hearing 
improved at times under it, and often tinnitus and 
vertigo could be lessened. The otologist, when 
dealing with people of this age, must be physician 
and alienist as well, and under no circumstances 
must the nose be left out of his sphere of investigation. 
He had carried out many treatments on these senile 
patients—he was practising at a spa where old 
people predominated—and he considered that most 
of them benefited by a mixture of bromides and vaso- 
dilators, together with an occasional bulbo-capnine. 
Others, however, required calcium diuretin, a most 
useful drug in his view. Limitation of the intake of 
fluids and absence of salt he regarded as an unsuitable 
treatment of the vertigo of old age, as in senility it 
was usually of vascular origin. He suggested that 
acetylcholine injections might prove useful. 

In his treatment of the middle ear and the 
Eustachian tubes he had employed the catheter and 
massage, the Ziind-Burguet, oto-masseurs, and auto- 
insufflators. Of these, the Eustachian catheter was 
definitely beneficial, while help was given by auto- 
insufflators. For the nose he used nasal sprays, 
drops, or ointments, the material being ephedrine 
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hydrochloride for the spray. For vasomotor trouble 
Gautier’s tubes and the cautery he found most useful. 
In using ephedrine it was necessary to be on the 
look-out for orbital pain, which was an indication 
that the personal tolerance had been exceeded. 
When septic foci were present his measures were 
limited to removal of faulty teeth or plates and the 
cutting off of tobacco. Help was sometimes afforded 
by the application of the negative galvanic current 
and the removal of wax concretions. Old people 
often found it difficult to concentrate, and their finer 
nerves were easily fatigued. 

With regard to hearing aids, he always advised 
patients to defer purchase of one of these until a 
week’s trial had been given; he kept samples of the 
better makes in stock, and lent to patients the kind 
which seemed to suit to try for a week. The dis- 
advantage of most carbon microphones was that 
adventitious sounds were easily reproduced and 
proved a source of annoyance. 

Dr. Atpert A. Gray said that the changes respon- 
sible for the deafness of old age were to be found in 
the cochlea, and in the ganglion cells and nerve- 
fibres of the cochlear nerve. The structures of the 
middle ear showed no noticeable departure from the 
normal; no change was to be found in the bony 
capsule of the labyrinth, and the stapedio-vestibular 
articulation was normal. Hence in this condition 
there was no relationship, pathologically, to oto- 
sclerosis. In a typical case of senile deafness there 
were considerable changes in the structures within the 
ductus cochlearis. The membrane of Reissner was 
depressed, and, consequently, might lie in contact 
with the upper surface of the tectorial membrane 
and the organ of Corti. In more advanced cases 
this depression of the membrane of Reissner was of 
marked degree, and the membrane might come to 
lie in contact not only with the tectorial membrane 
and organ of Corti but with the basilar membrane 
and the outer wall of the ductus cochlearis, including 
the stria vascularis. So that in this condition the 
ductus cochlearis was obliterated. In early stages 
the hair-cells of the organ of Corti seemed to suffer 
degeneration before the rods of Corti did, and there 
was associated the depression of Reissner’s membrane 
already referred to. In time, the whole organ of 
Corti was reduced in size and became flattened. 
During those changes the nerve-cells of the ganglion 
spirale began to show signs of degeneration. The 
changes did not appear to be associated with round- 
cell infiltration or dilatation of the blood-vessels, 
nor with any signs of even mild inflammatory 
activity. 

It was of great significance to note the order in 
which the degenerative changes in the cochlea pro- 
gressed. In the apical region the degenerative 
changes appeared later than in the basal whorl, and a 
gradual increase in the pathological changes occurred 
on descending the cochlea from apex to base. A 
similar gradual change took place in the ganglion 
spirale, the nerve-cells remaining fairly numerous 
and normal in appearance; in the apical portion of 
the modiolus they had to a large extent dis- 
appeared from the basal portion. The stapedius and 
tensor tympani muscies did not show signs of degenera- 
tive change, even when advanced deafness was 
present. 

Dr. C. M. Htnps Howe .t, speaking of the medical 
aspects of the subject, said that part of the syndrome 
of senile deafness was the occurrence of the two 
common symptoms, vertigo and tinnitus. To speak 
of senility as commencing at 60 years was to impose 
an arbitrary limit, as some people were far from 


ROYAL SOCIETY OF MEDICINE: OTOLOGY 


[March 9,1935 549 
senile at that age, while others were obviously old 
before reaching 60. There was no quality of deafness 
which stamped it as being due to age alone. Defects 
of the ossicles could occur, and vascular alterations 
also, whereby the circulation in the cochlea might 
suffer, and, as a result, degenerative changes take 
place in the ganglion cells in the cochlea, as in the 
brain. He asked whether there was any explanation 
of why the ganglion cells in the lower part of the 
cochlea seemed more susceptible to age than did 
those situated higher in the cochlea. He thought 
that nerve-fibres were likely to be affected to a minimal 
degree. He did not think there was any difference in 
conductivity of old in comparison with younger 
nerve-fibres. Because of the variety of changes 
found in old age, it was fantastic to speak of a cure 
for senile deafness. He did not believe that the 
cholesterol in the blood of a patient had any relation- 
ship to the condition of the hearing. In many cases 
it was difficult to know whether the vertigo and other 
symptoms in an elderly patient were due to a local 
labyrinthine condition or to a cerebral cause. It was 
important to ascertain whether they could be attri- 
buted in any particular case to arterio-sclerosis. A 
lady in her seventh decade, who had been deaf since 
her fifty-fifth year, began to suffer from giddiness, 
and this condition increased so that she was in danger 
of falling. She had arterio-sclerosis, and her blood 
pressure was 190/120; the diagnosis of arterio- 
sclerosis of cerebral vessels had proved correct; her 
death was due to cerebral thrombosis. In some cases 
vague noises in the head gave place to systematised 
auditory hallucinations ; in one such case, in a man 
aged 70, certification was necessary. No case of the 
kind had ever benefited from local treatment directed 
to the ear. It was always wise for the patient, if a 
heavy smoker, to give it up. Small doses of luminal 
two or three times a day had been found useful. If 
such remedies failed, destruction of the labyrinth 
might be necessary to relieve the noises. Paget's 
disease might well affect the auditory nerve in its 
bony course, owing to the changes in the bone. The 
possibility of syphilis as a cause should be borne in 
mind. 

The PrestpEent drew particular attention to the 
fact that subjects of senile deafness tended to show 
evidences of fatigue. Very light massage certainly 
gave temporary relief; excessive massage increased 
the deafness. Calcium diuretin certainly benefited 
these cases in his experience. He asked whether 
Dr. Gray had noted any definite change in the vessels 
in these senile cases, and whether hyperpiesia had 
been observed. 

Sir James DunpDAs-GRANT said that some authorities, 
notably in France, considered that cholesterolemia 
was a factor in the production of old age deafness. 
If this was so it would be well to avoid such articles 
of diet as brain, yolk of egg, sweetbreads, kidney, 
liver, and fats in general. Before deciding that 
nothing could be done for a senile deaf person, any 
tympanic and Eustachian tube troubles should be 
treated ; treqtment through the nose was of the 
utmost importance. Drops of menthol with an 
addition of ephedrine were helpful, also the use of 
some form of insufflator. Patients were grateful for 
even partial relief. 

Mr. Sypney Scorr considered that in these senile 
cases there must be a deficiency of endolymph; he 
wondered whether degeneration of the nerve was the 
primary cause of that deficiency or a secondary 
factor. 

Mr. ALEXANDER TWEEDIE said that presbyacusis 
was not necessarily a trouble of old age, nor was the 
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degree of the defect commensurate with years. It 
was not even confined to the ears. The term “old 
age deafness’ should be confined to cases in which 
the objective findings in nose and nasopharynx were 
normal, and in which there was a reduction of per- 
ception of higher tones for air, while bone conduction 
was retained for higher tones. In a large number 
of cases of presbyacusis the upper tone limit was 
scarcely affected in bone conduction. Deafness was 
largely a matter of inattention and lack of con- 
centration. 

Mr. MicHaEL VLASTO said he had not been able to 
help materially cases of senile deafness. 

Mr. HERBERT TILLEY pointed out that in these 
cases the deafness was worse in the evening than 
in the morning; presumably the auditory nerve 
had become tired. A release from the humdrum of 
life following a change of air brought relief to the 
deafness. The degree of deafness might be influenced 
by atmospheric changes. One lady with vertigo and 
very low blood pressure experienced much relief a 
few hours after taking ergot, and for the last three 
years she had been taking the drug regularly. 


Mr. C. P. WILSON agreed that though no cure was 
known, treatment on symptomatic and palliative 
lines should be given. One symptom which had not 
been stressed in the discussion was what 90 per cent. 
of the cases coming to him complained of, namely, 
an inability to understand what was said. It caused 
patients a good deal of social distress. Two causes 
of this were operative; one was a degeneration in 
the cochlea, which was probably the cause of the 
loss of hearing power. He thought there must be 
present also some cerebral or central degeneration, 
a kind of fraying of nerves such as might be seen in 
telephone wires. Many things could be done for 
these patients apart from improving their hearing ; 
they were much distracted by, for instance, general 
noise and rapid speaking. Outside noises reduced 
their intelligibility and their capacity to understand 
what was said to them. He told such patients that 
not more than one person should speak to them at 
home at the same time. One use of the hearing tube 
for such people was to cut out extraneous sounds. 
Sitting close to a speaker also reduced the disturbance 
from extraneous sounds. Fatigue, he agreed, was a 
most important factor in these cases. It was well for 
patients who intended to go to a dinner or other 
function to take a couple of hours’ rest shortly before. 


Mr. THACKER-NEVILLE, in reply, said local causes 
which could be treated could be found in old as well 
as in younger ones. He did not tell his senile patients 
that their deafness would pass off, but, usually, that 
it would not become worse. Treatment certainly 
decreased tinnitus and vertigo. 


Dr. Gray said that the presence of arterio-sclerotic 
changes in the vessels in these cases would be difficult 
to determine, as part of the course of the vessels 
was through bone, where they had no muscular coat. 
He thought it probable that deficiency of endolymph 
caused a falling of the membrane of Reissner ; failure 
of secretion of endolymph would cause a depression 
of that membrane. 

The cases shown included one, by the president, 
of chronic effusion into the right middle ear, accom- 
panied by retrobulbar neuritis on the same side. 
There was no evidence of sphenoidal trouble and, so 
far, the vision was not affected. Mr. Sydney Scott 
showed four patients: one of latent mastoiditis 
and three cases of squamous-celled carcinoma, one of 
the external auditory meatus and two of the pinna. 
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ROYAL MEDICO-PSYCHOLOGICAL 
ASSOCIATION 


THE MAUDSLEY LECTURE 





On Feb. 28th, in the Barnes Hall of the Royal 
Society of Medicine, Dr. Danrext F. Rampavt, 
president of the Association, being in the chair, 
Dr. Lewis C. Bruce, medical superintendent of the 
Perth District Asylum, Murthly, delivered the 
Maudsley lecture, taking as his subject Observations 
on the 


Physical Symptoms of Acute Confusional 
Insanity 


His purpose was, he said, to present facts in support 
of his view that in the confusional states all the 
bodily functions were inefficient and he would deal 
seriatim with the temperature readings, the renal 
functions, the carbohydrate metabolism, the responses 
to insulin injections, and the low blood-sugar content. 

Although the patient is obviously very ill, even in 
what is generally described as the typhoid state, 
the temperature may be little raised, if at all, and what 
rise does occur may not last more than two or three 
days. Should an intercurrent disease occur, such as 
erysipelas—to which such patients are liable, because 
they scratch themselves a good deal—the temperature 
mounted ; it might be to 104° or 105° F.; and when 
the temperature reached that height the mental 
symptoms vanished and mental recovery might result. 
A man he particularly remembered suddenly developed 
acute delirium and confusion, with marked hallucina- 
tions. He was clearly in a toxic state, but the toxic 
focus or cause could not be determined. He had a 
rapid pulse, and his stomach was out of order. After 
a week his temperature mounted to 103°, and his 
mental symptoms cleared as though they had been 
wiped off a slate with a wet sponge. Cholecystitis 
was diagnosed by the patient’s medical man, and 
a gall-bladder operation was suggested but was 
declined. Later the man had two similar mental 
attacks, each followed by a rise of temperature and a 
clearing up of the mental condition. Viewed in the 
light of the mental symptoms alone the condition 
he had just described was simulated in pneumonia, 
especially apical pneumonia; but a thermometer in 
the axiJla would show a temperature of 104°. The 
same applied to puerperal cases with a local lesion 
in the uterus and foul lochia; there was a high 
temperature which did not affect the mental symptoms. 
There were these two types of confusional disorder, 
the common factor being mental symptoms. Why, 
he asked, does only one individual in a certain number 
develop mental symptoms when encountering certain 
adverse conditions ? Are such patients hypersensitive 
to a specific group of poisons, or are they inadequately 
furnished with the defence against microbic and. other 
invasions possessed by most people? It had been 
known for long that when a mental patient develops a 
high temperature he is more easily managed ; from 
that had emerged the pyrexial treatment of general 
paralysis. Long before Wagner-Jauregg he had 
thought of injecting a polyvalent streptococcal 
vaccine. In none of those cases, however, was there 
any appreciable reaction to 200 million cocci, not even 
an alteration in the pulse. He then tried staphylococcal 
vaccines in confusional cases; here there was more 
reaction, but it was delayed 48 hours, and the 
temperature never rose beyond 100°. Some improved 
after the injection. In a third group injections were 
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given of typhoid and paratyphoid A and B, also of 
colon bacilli. With these he had no instance of 
success, though the resulting temperatures were 








In conditions of acute confusion, Dr. Bruce said, 
the leucocyte count is raised, the rise being chiefly 
due to neutrophils. When these patients recover 
the leucocyte count rises still further; if there is a 
relapse in the mental symptoms, or the case becomes 
chronic, the leucocytes are reduced. He always 
regarded the occurrence of a hyper-leucocytosis as a 
good sign for it meant that the patient had good 
resistive power, whether that were naturally acquired 
or had bten artificially produced. He showed the 
chart of leucocyte readings in one case with high 
neutrophil count who continued ill for 12 months 
and then made an excellent recovery. 

Some cases of confusion recovered after a long rest. 
If they were of toxic origin, it should be possible, 
he suggested, to demonstrate the toxins in some of 
the excreta. In 1914 Prof. James Ritchie, of 
Edinburgh, isolated from the urine of confusional 
cases a substance which was capable of deviating the 
complement of the serum. More recently Oriel and 
Barber had described the extraction of proteoses 
from the urine of allergic patients. In 60 per cent. 
of the chronically insane there were kidney lesions 
sufficiently grave for the pathologist to demonstrate. 
This nephrosis was, he believed, a long-continued 
chronic process. His recent records of confusional 
insanity showed 60 per cent. with albumin in the 
urine and 40 per cent. with bacilluria. In the acute 
stage the centrifuged deposits showed an increase 
in the leucocytes and often tube casts. These kidney 
symptoms were transient, and as many cases recovered 
without treatment other than good nursing, he was 
not inclined to attribute much merit to any form of 
injection treatment. 

The carbohydrate metabolism in acute confusional 
insanity had been examined. The results in 14 cases 
were interesting although too few to justify con- 
clusions. In a very acute case of confusional insanity 
after a sleepless night the blood-sugar at 9 a.m. 
was 65 mg. per cent. She was given 50 grammes of 
dextrose, which she took readily, and an hour after- 
wards the figure was 60. The urine, spec. grav. 1021, 
was laden with sugar; albumin and acetone were 
present. Given bromide, she slept soundly the 
following night ; on waking the blood-sugar was 138 
at first, an hour later it was 200. After that it fell 
to normal. During the whole observation the patient 
was maniacal, but was obviously better than on entry. 
A youth of 20 with a peculiar combination of 
acute delirium and asthma showed the same type 
of blood-sugar curve. These patients were in 
a condition of exhaustion and he recalled the 
fact that after a iong race the blood-sugar of an 
athlete is found to be low. In a young man with a 
second attack of confusional insanity, fairly manage- 
able and not very restless, observations made two 
or three days after admission showed a blood-sugar 
of 55, running up to 75, sugar being present in the 
urine all the time. Acetone was present, but no 
albumin ; the specific gravity varied between 1018 
and 1027. Exhaustion, he said, did not seem to be the 
cause of this low blood-sugar record. None of the 
cases with glycosuria presented symptoms of diabetes. 
There was no reason to expect the amount of sugar 
actually found in the urine. The occurrence of 
glycosuria without diabetic symptoms and with 
extremely low renal threshold had been explained 
in various ways: (1) deficient absorption by the liver ; 
(2) over-action of the thyroid gland ; (3) the presence 
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of some form of sepsis or toxemia; (4) over-activity 
of the pituitary. 

In conclusion Dr. Bruce said that during 35 years 
of practice he had, in every acute mental case which 
came before him, sought for a cause, but on the 
whole with a singular lack of success. But he did 
not despair ; eventually, he felt, the cause of these 
acute conditions would be discovered. Research 
would, he thought, be best carried on in an annexe 
attached to some general hospital under a physician 
who had studied mental diseases as well as general 
medicine, and who could call upon expert assistance 
from bacteriologist, pathologist, gynecologist, and 
radiologist. 
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AT a meeting of this society held on Feb. 6th, 
with Dr. E. Bosprn LEEcH, the president, in the 
chair, a paper on 


Fat Metabolism in Diabetes 


was read by Dr. T. H. Ottver. Ketosis, he said, was 
usually explained as due to the failure of carbohydrates 
to burn up the fats. Did clinical experience always 
support this explanation? The high-fat diet of 
Newburgh and Marsh did not increase ketosis, and 
Dr. Oliver had found that in some diabetics on the 
verge of coma the ketosis disappeared on a diet of fat 
alone. It was noticed, however, that the blood-sugar 
took longer to return to normal when they were 
fed on these diets. Occasionally in patients without 
diabetes it was impossible to obtain a ketogenic 
reaction however much fat was given. The same 
thing sometimes happened also in cases of diabetes 
under treatment for a complicating pyelitis ; that is, 
there was a failure to produce ketosis in persons in 
whom carbohydrate combustion was deficient and 
in whom therefore ketosis might have been expected. 
On the other hand, the elderly obese diabetic rarely 
developed ketosis, and it appeared only when meta- 
bolism was stimulated by a complicating infection. 
Ketosis was often seen in patients with little stored 
fat, in youthful diabetics, in hyperthyroidism, in 
hyperemesis, and in cyclical vomiting—i.e., it occurred 
where the ductless glands and metabolism were most 
active. This suggested that the mobilisation of fat 
is the important factor. It had been shown that an 
injection of anterior pituitary extract will produce 
ketosis in normal dogs, and probably excessive 
production rather than diminished utilisation was the 
cause. Efforts to produce the ketogenic reaction often 
failed in sterile women, which suggested that in 
them there was a defective ductless gland system. In 
diabetics two types of obesity were found. In one 
obesity developed comparatively suddenly prior to 
the onset of symptoms; these cases reacted well 
to insulin and were undoubtedly pancreatic. In the 
other there was a history of long-continued obesity 
before the onset of diabetic symptoms; these cases 
often failed to react or reacted only partially to 
insulin, and the termination was usually from cardio- 
vascular disease rather than from coma. In the 
second type it was probable that the pancreas was 
only partially at fault and the primary lesion was 
a failure of utilisation by the tissues, since insulin 
reactions did not occur after muscular exertion. 


Dinitrophenol in Obesity 


Dr. C. S. D. Don read a paper on the treatment of 
obesity with sodium dinitrophenol. He began by 
referring to the fatalities which had followed its use, 
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and said that while two deaths were attributed to 
overdose one patient had died while having a normal 
dosage. Unpleasant reactions which might be seen 
at times included a rash and swelling of the body, 
itching, sweating, agranulocytosis, and disorders of 
taste. Dr. Don had treated 36 cases of obesity with 
the drug; his dosage was smaller than that used 
by the American writers, being 1-0 mg. sodium 
dinitrophenol per lb. of body-weight with a maximum 
of 250 mg. daily. Administration was stopped for 
one week in every six. Five patients developed 
itching and a rash but in none of them was this 
severe, and it always disappeared when the drug 
was stopped. In no case was there any severe reaction 
of any kind. Of the 36 patients treated 6 were also 
dieted, but the remainder were told not to alter their 
diet. Eleven patients lost weight, in some cases as 
much as 30 Ib., but these 11 included the 6 who were 
on diet; the greatest losses of weight were observed 
in these. Another 11 cases were considered to be 
failures, either because of insufficient loss of weight 
or because of skin rashes. In the remaining 14 cases 
the weight lost varied from 4 to 8 Ib. The average 
time during which the drug was given was four 
months, the shortest time being under one week 
and the longest being 13 months. In some cases the 
metabolic rate was estimated and increases of meta- 
bolism varying from plus 20 per cent. to as much as 
plus 70 per cent. were observed. The pulse-rate gave 
no indication of the height of the metabolic rate. 
In only one case was a metabolic rate above plus 
40 per cent. observed. In conclusion Dr. Don 
expressed the opinion that the drug was disappointing, 
and in view of the severe reactions and even deaths 
which had been reported he felt doubtful whether it 
should be used at all. It might, however, be of value 
for patients who refused to diet. 





NORTH OF ENGLAND OBSTETRICAL AND 
GYNZCOLOGICAL SOCIETY 





A MEETING of this society was held at the Univer- 
sity, Sheffield, on Feb. 22nd, with Mr. A. Govan, 
the president, in the chair. 

Mr. J. W. A. Hunter delivered a communication 
on 

Peritonitis as a Complication of Labour 


He described two cases, both showing the insidious 
mode of onset of the peritoneal infection. The first 
case was a primipara, aged 32, who had been in 
labour 36 hours with premature rupture of the 
membranes, and presented the signs and symptoms 
of an acute abdomen. She died 20 hours after 
delivery, and post mortem showed general peri- 
tonitis with widespread filmy adhesions. The appendix 
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and uterus appeared normal, and there was no 
apparent cause for the peritonitis. No attempt was 
made to isolate the organism. The second case was 
that of a 3-para in whom rupture of the membranes 
occurred at the thirty-seventh week of pregnancy. 
There was intense abdominal pain with vomiting. 
The patient was toxic. There was rigidity and tender- 
ness of the abdomen, most marked on the right side. 
A diagnosis was made of acute appendicitis, and at 
laparotomy performed ten hours after the com- 
mencement of labour the abdomen was found to 
contain thin sero-purulent fluid. The abdominal 
organs showed evidence of peritonitis. The appendix 
appeared to be normal. Cultures made from the 
drainage-tube subsequently demonstrated the pre- 
sence of Staphylococcus aureus. The speaker dis- 
cussed the possible sources of the infection, and 
wondered whether the onset of peritonitis brought 
on labour or whether the reverse was true. 


Mr. J. E. Stacey thought that Mr. Hunter had 
not made out a case for peritonitis as the organisms 
should have been isolated earlier—Mr. C. G. PAINE 
agreed with Mr. Stacey, and suggested that the source 
of infection was either through the blood stream or 
following primary infection of the liquor, and spread 
via the Fallopian tubes.—Prof. W. Goucn thought 
that the S. awreus was a blood-borne organism, and 
that the B. coli came through the wall of the inflamed 
bowel as a secondary infection. 

The PRESIDENT described a case of uretero-vaginal 
fistula, and demonstrated a new method of implanting 
the ureter into the bladder. 

Prof. W. Goueu described a case of puerperal 
peritonitis following a normal delivery. ‘The patient 
died. Cultures revealed the presence of a hemolytic 
streptococcus. A week prior to admission, her 
husband had been in bed with a septic throat, and 
two nurses who attended to her during her stay in 
hospital had hemolytic streptococci in their throats. 


Dr. A. A. GEMMELL described a case of repeated 
stillbirths, and Mr. Percy Mapas described a case 
of pregnancy following a massive intrauterine dose 
of radium. Mr. Malpas’s patient was aged 39 and 
had had 1700 mg. hours of radium applied for menor- 
rhagia. There was a period of amenorrhcea for three 
months, after which cyclical bleeding commenced 
for 5 days in every 21 days. Seven months after 
irradiation the patient was definitely pregnant, and 
subsequent examination of the products of con- 
ception did not reveal any fetal or placental 
abnormality. 

Prof. Mires PHILLIPS demonstrated a specimen 
of post-climacteric hematometra associated with 
cervical fibroid, and Dr. W. D. GaLLoway showed 
a specimen of suppurating subperitoneal myoma 
causing acute abdominal symptoms. 








NEW INVENTIONS 





UNIVERSAL SUSPENSION APPARATUS 


In the treating of a fracture of a long bone, or 
an inflamed joint, the first essentials are the applica- 
tion of extension below the seat of fracture, or, 
inflammation of a limb, and the immobilisation of 
the parts. To assist one to effectually achieve these 
ends, it is preferable to suspend and extend the 
limb concurrently. 

The principles involved in the Universal Suspension 
are now of 20 years’ duration and are simple. It is 
an efficient apparatus, which is made entirely of 


metal and completely replaces the old wooden model. 
Moreover, it can be readily fixed to any existing 
ordinary iron hospital bedstead. The shelf at the 
foot end is established, by means of two brackets, 
to the legs at the lower end of the bed. This shelf 
has suitable holes drilled through it to accommodate 
the lower vertical pole or poles for the various positions 
of adduction or abduction. The vertical pole at 
the head end, which carries the cross-bar with eight 
pulleys, is fitted to the top tube of the bedstead and 
is also fastened to the angle-iron of the mattress 
frame by means of special clamps. The clamps are 
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first fixed in their position and the pole is then dropped 
into place through a hole in the top clamp. The 
top sleeve of the vertical pole at the head can be 
glided off and either one, two, three, or four long 
beams can be threaded on to this pole, while their 
supporting poles at the foot end are either fixed to 
the drilled shelf or attached to a movable floor pedestal. 
The long beams are secured to the foot verticals by 
means of Maddox blocks. The pulleys can all be 
easily adjusted to any position and held there by 
ready fasteners. 

The apparatus will permit either of one, two, three, 
or of all four splinted limbs to be suspended and 
adequately extended simultaneously. It will allow 
with suspension and extension of any degree of 
abduction or rotation of a limb; this can be very 
simply procured by altering the position of the lower 
vertical beam or beams by the adjustment of one 
butterfly nut for each limb. These vertical and 
horizontal beams are made to travel through Maddox 
blocks, which fix them at the correct levels and 
at economical positions; consequently, a minimum 
of floor space is utilised, while the beds can be readily 
moved about the ward, or on to a verandah for the 
cleaning of the floors, or for X ray purposes. There 
are a pair of telescopic legs attached to the two 
brackets, which are fastened to the lower legs of the 





bedstead, and these will allow the lower end of the 
bed to be raised to more than 2 ft. in height, if ever 
so required. 

A patient can be held also for plaster work and 
slung with the aid of cord and pulleys in a vertical 
position by two loops of gauze, each passing round 
the side of the neck under the occiput and chin, 
or from under the axille# ; these are attached to the 
horizontal beam, which is fixed to the pedestal. 
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The plaster can also be readily applied on to a 
patient who can be slung and held in the horizontal 
position with the spine extended by fixing gauze 
just above and around each knee-joint, while a third 
loop passes round the chest, under the axille#, and is 
fastened over two pulleys, on the cross-bar, on either 
side of the head vertical. 

All the component parts are suitably arranged to 
be out of harm’s way of the nurses and surgeons. 
No spanner or keys are demanded, as the apparatus 
is absolutely complete with tackle and pulleys within 
itself, and is made for me by Messrs. Whitfields 
Bedsteads, Limited, 12, Dane-street, London, W.C. 


MEURICE Sinciatr, M.B., Ch.B. Edin. 
Harley-street, W. Major, R.A.M.C. (ret.) 


A NEW ELECTRODE FOR ZINC IONISATION 
OF THE EARS 


Tue type of aural electrode usual in the treat- 
ment of chronic otorrhea has many disadvantages, 
particularly when dealing with a large clinic of 
children. It is expensive, and even if several sizes 
are carried, it is not easy to fit the varying shapes of 
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external ear. It is a bulky topheavy instrument, 
and consequently it is not self-retaining. Each 
patient must have a nurse to hold the electrode 
firmly in place, otherwise if the current is accidentally 
broken by the electrode slipping an agonising shock 
will result. 

I have overcome these difficulties in a quite simple 
manner. Pure sheet zinc is used about one thirty- 
second of an inch thick. This is cut in strips about 
an inch or more long, and one-eighth of an inch wide. 
A light copper lead is soldered on to one end, and the 
zine rod is pushed into a short piece of rubber tubing 
narrow enough to grip it tightly, and long enough to 
overlap its active end by about one-eighth of an inch. 
This electrode will fit most ears, and a wriggling 
child will not dislodge it. Nevertheless, for my own 
use I have had several sizes made, thus being able 
to treat simultaneously several cases without the 
necessity of deputing a nurse to supervise each child. 
Adults can be merely enjoined not to wriggle. 

The instruments are obtainable 
Mayer and Phelps, of New 
London, W.1. 


from Messrs. 
Cavendish-street, 


I. A. TUMARKIN, M.B., 


F.R.C.S. Edin., D.L.O. Lond. 
Liverpool, 


Kine’s COLLEGE HospiITAL.—The income of this 
hospital last year was £10,600 less than in 1933, as 
a result of a drop in the amount of money received 
as legacies. Expenditure exceeded income by £2400. 
There are plans before the committee for an addi- 
tional building for nurses, and daily workers to relieve 
the nurses of drudgery have been provided at a cost of 
£1000 per annum. 
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X-ray Interpretation 

By H. Cecm H. But, M.A., M.B., M.R.C.P., 

Physician and Hon. Radiologist, Southend-on-Sea 

General Hospital. London: Humphrey Milford, 

Oxford University Press. 1935. Pp. 382. Figs. 280. 

21s. 

Dr. Bull has set out to present to the general 
practitioner and also to the radiologist a summary 
of the present position of radiology in diagnosis. 
This is an ambitious programme to cover in 
under 400 pages, and the absence of discussion of 
detail and of conflicting views necessarily leads 
to an unintentioned dogmatism that is somewhat 
disconcerting to the experienced radiologist. Unfor- 
tunately the radiological interpretation of an X ray 
picture is often far from straightforward, the normal 
merging imperceptibly mto the pathological, and 
in practice many pitfalls and variations exist. 
On the whole, however, the author has steered a 
fairly even course through the difficulties and the 
student may take it that the opinions expressed are 
reliable and reflect current views. 

The introductory chapter is well argued and should 
be pondered by all who attempt to study the living 
pathology which is revealed by X rays. 


“Forgetful of Nature and without the backing of 
pathology, there was a tendency in earlier days to interpret 
this physiology as disease. Catchwords such as *‘ kinks 
and ‘stasis’ grew up and the mechanical mind of man 
quarrelled with what seemed to be the strange behaviour 
of Nature. Visceroptosis became regarded as a disease, 
Nothing but harm came of this speculative departure 
from the study of the normal and physiological. It is 
better that we should entirely abandon inaccurate and 
meaningless terms which have acquired a vague flavour of 
pathology, and approach the subject with humility to 
learn first from Nature rather than attempt to dictate 
what is physiological and what pathological.” 


Dr. Bull has not used X ray pictures for illustration 
but relies entirely on some 280 line drawings from his 
own hand. These show the salient points to be 
looked for clearly enough, but it is probable that the 
beginner who turns from these drawings to an actual 
radiogram of the corresponding condition with its 
complex shadows would find that the diagrams 
help him but little in his task of interpretation. : 

The book is well produced and it will fill a gap in 
English X ray literature which has existed since 
Magnus Redding’s book on X Ray Diagnosis, written 
in 1926, went out of print. 





A Text-Book of Surgery 
Second edition. By W. Wayne Bascock, A.M., 
M.D., LL.D., F.A.C.S., Professor of Surgery and 
of Clinical Surgery in the Temple University, 
Philadelphia. London: W. B. Saunders Co., Ltd. 
1935. Pp. 1312. 45s. 


GENERAL surgery is now so vast that few surgeons 
have the courage to try to cover the whole of the 
ground in a text-book without the help of several 
collaborators. Prof. Babcock’s achievement in pro- 
ducing this second edition of his book single-handed 
commands our admiration, more especially because 
he has not failed to draw attention to the many 
advances in pathology and treatment which have 
taken place since the first edition appeared seven 
years ago. Though it is a large volume, it refers to 
so many subjects that none can be dealt with in any 
great detail, and it must therefore be regarded more 
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as a synopsis of surgical teaching than a guide to 
surgical practice, and it has no value as a work of 
reference. It does succeed, however, in giving the 
student a bird’s-eye view of the whole of surgery, 
excepting only otology and ophthalmology, and it 
includes a large section on surgical technique and 
anesthesia. A notable feature, which greatly enhances 
the worth of the book, is the excellence of the illus- 
trations, and the author frequently makes use of a 
fully labelled drawing which teaches as much as a 
page of type. The historical references are too brief 
to be of any real help, and it would not detract from 
the value of the work if they and many of the obsolete 
operations which only burden the student’s memory 
were omitted from future editions. 

The most important additions to the first edition 
are synopses of the surgery of the sympathetic 
nervous system, of advances in thoracic surgery, and 
in the treatment of fractures, and references to recent 
developments in the treatment of diseases of the 
ductless glands. An author who tries to leave 
nothing out in summarising a very large subject is 
liable to make mistakes in matters of detail, but 
considering how much this book has in it the errors 
are comparatively few, and we imagine that it will 
continue to achieve considerable popularity among 
students. 





Benign Encapsulated Tumors in the Lateral 
Ventricles of the Brain 


Diagnosis and Treatment. By Watrter E. Danpy, 
M.D., Adjunct Professor of Surgery, Johns Hopkins 
University. London: Bailliére, Tindall and Cox. 
1934. Pp. 189. 20s. 


Less than a year ago a companion work by Dr. 
Dandy on the benign tumours of the third ventricle 
was reviewed in our columns. The scope of the 
present volume is similar, and it is similarly produced, 
with an abundance of fine illustrations which con- 
stitute one of its best features. Detailed descriptions 
are given of 15 cases of benign tumour of the lateral 
ventricles which have been seen and treated by the 
author during the past fifteen years. He concludes 
that they do not collectively present a clinical 
syndrome; in no single case could a pre-operative 
diagnosis be formed from the neurological findings 
alone. Here, as in the third ventricle tumours, his 
mainstay has been ventriculography, and the applica- 
tions of this diagnostic test are discussed at some 
length. The treatment is, in every case, total 
removal of the tumour. This was effected in all but 
one of the series, and it is encouraging to learn that 
12 patients are still living and show no evidence of a 
recurrence. The longest survival period amongst 
these is fifteen years. As in the third ventricle 
tumours, sudden attacks of increased intracranial 
pressure may be caused by blockage of the ventricular 
system, and a tumour, although benign, may rapidly 
cause death in this way unless it is promptly removed. 
The cases described in this monograph demonstrate 
very well the impossibility of settling the nature of a 
cerebral tumour without exposing it. According to 
Dandy, “the only safe rule to follow with brain 
tumours is to assume that all are benign until proven 
otherwise ; and they can be proven hopeless only by 
actual exposure of the lesion at operation.” 

The book is of value principally to the practising 
surgeon. The pathologist who hopes to be informed 
about the actual nature of these tumours will be 
disappointed. The microscopic descriptions are often 
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limited to a few lines, and in two instances we learn 
that the specimen was lost after removal. In general 
it seems that most of the tumours can be divided into 
two groups: those arising in the choroid plexuses 
and those of ependymal origin. No one, however, 
is helped by such a diagnosis as “ ependymal 
fibroma,” and in many instances it is likely that a 
vague and tentative diagnosis might have been 
avoided by a more exhaustive histological analysis. 
The writing bears some evidence of hasty compilation, 
and there are not a few typographical errors. Apart 
from these criticisms the work is to be welcomed as 
a valuable contribution to cerebral surgery. 





Diseases of the Skin 


Ninth edition. By R. L. Sutton, M.D., LL.D., 
F.R.S. Edin., Professor of Dermatology, University 
of Kansas; and R. L. Sutton, Jr., M.D., L.R.C.P. 
Edin., Assistant in Dermatology at the University. 
London: Henry Kimpton. 1935. Two vols. 
Pp. 1433. 52s. 6d. 


Tus text-book is an authoritative production. 
It has reached the ripe age of 20 years and must 
have been revised and amended a score of times in 
its process. It has gained a trifle in bulk with the 
years and since the last edition was issued, in 1931, 
additional discoveries have necessitated further 
expansion and the addition of 20 more illustrations. 
If there is one feature in which this work excels 
it is in the careful selection of references to con- 
temporary literature which have been brought well 
up todate. Dr. R. L. Sutton, Jr., has made himself 
responsible for the introduction and classification of the 
28 diseases and skin conditions scheduled as new, 
and has also revised the sections dealing with 
coccidioidal granuloma, tularemia, and the treat- 
ment of syphilis. The section dealing with syphilis 
occupies some 17 pages and has been well prepared, 
although many readers would have welcomed less 
frequent reference to the results and experience 
of other authorities. The prodigious list of these 
references which are tabulated at the end of this 
section takes up seven pages of small italicised type. 
The illustrations are all reproductions from photo- 
graphs and are well chosen ; many of them however 
are not up to modern standards. 

Taken as a whole this text-book is probably the 
most complete and trustworthy work of reference 
on its subject in the English language, and is worthy 


of a place on the shelves of every practising 
dermatologist. 


Clinical Methods 


Tenth edition. Revised throughout. By Rosert 
Hutcuison, M.D., LL.D., F.R.C.P., Consulting 
Physician to the London Hospital and to the 
Hospital for Sick Children, Great Ormond-street ; 
and DonaLp Hunter, M.D., F.R.C.P., Physician 
(with charge of Out-patients) to the London 
Hospital. London: Cassell and Co., Ltd. 1935. 
Pp. 658. 12s. 6d. 


“* Hutchison and Rainy,’ first published in 1897, 
has become a classic, to which, next to our teachers, 
most of us have been indebted for our early guidance 
in clinical methods. Five years ago it became 
Hutchison and Hunter, and its popularity shows no 
sign of diminishing. Its soundness and its common 
sense have been the basis of its success in past years 
and will doubtless attract the present generation of 
students. The tenth edition now appears, “ revised 
throughout,” with the codpted help of Prof. J. R. 
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Marrack in the section on the Urine and of Dr. Russell 
Brain in the chapter on the Nervous System. Through- 
out the book the standard is generally well main- 
tained, though a weak spot may be detected here 
and there. For example, though fractional test- 
meals are described in detail, the use of histamine 
is not mentioned. The van den Bergh reaction receives 
two pages of description, but its quantitative applica- 
tion, in which lies its chief usefulness, is not included. 
A technique is given for blood grouping, but cross- 
grouping is omitted. In lumbar puncture a mano- 
meter is attached to the needle, but no directions 
are given for carrying out Queckenstedt’s test. A 
more important criticism is that the otherwise 
excellent account of case-taking omits all reference 
to the sane patient’s mental attitude to life, his 
domestic relationships, his business affairs, and his 
psychological make-up ; these are matters of common 
human sympathy, not of technical psychology, and 
they play an important part in most of the functional 
and many of the organic disorders which the doctor 
has to deal with. In our view they merit discussion 
even at the beginning of the student’s career, though 
it is arguable—and doubtless this is the point of view 
of the authors—that this discussion should take place 
between teacher and student, and not in a text-book 
of clinical method. 

It is, on the whole, a conservative attitude to 
medical problems that will be found here, and this 
is fitting in a book designed for students working in 
the wards. The clinical methods described are those 
in general use in this country, and form the ground- 
work of medical practice. No student will regret 
having bought this book, for he will have occasion 
to refer to it throughout his professional life. 





Manual of Physical and Clinical Diagnosis 
Second edition in English. By Dr. Orro SEerrert, 
late Professor of Medicine, Wurzburg; and Dr. 
FRIEDRICH MOLLER, Professor of Medicine, II. 
Medical Clinic, Munich. Authorised translation 
from the 3lst German edition by E. Cowes 
Anprus, M.D., Associate Professor of Medicine, 
Johns Hopkins University. London and Phil- 
adelphia: J. B. Lippincott Company. 1934. 
Pp. 561. 25s. 

Miller and Seifert, which first appeared in 1886, 
has been the Hutchison and Rainy of Germany. 
It is larger than its English analogue, attempting 
with characteristic German thoroughness to cover a 
wider field, to discuss more theory and to go into 
greater detail, but in the main it runs on similar lines. 
Dr. Andrus’s translation is for the daily use of 
American medical students, in whose interests some 
American methods and tables have been introduced ; 
but these are recognisable as such, and the book 
remains an acceptable English version of the teaching 
of a doyen of German medicine. 





Social Development of Young Children 

A Study of Beginnings. By Susan Isaacs, D.Sc. 

London: Kegan Paul. Pp. 480. 15s. 

Tue first half of this, the second volume of Dr. 
Isaacs’ study of young children, consists of almost 
daily observations of children in the Malting House 
school. The social relations were studied for the 
purpose of observing the manifestations of the 
primary ego-centric play, exhibiting love and hate. 
Infantile sadism was observed and feelings of inferiority 
were inferred from behaviour and conversation. The 
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reality of infantile anxiety is brought out clearly. 
The second half of the book is theoretical, consisting 
of general conclusions drawn from the observations 
and contacts made by adults. 

The book is frankly psycho-analytical but is none 
the less valuable because of this bias. In fact her 
preconceived notions have allowed the author to see 
behaviour which many observers would ignore or 
minimise. She concludes that these findings help 
us to get behind the reflex theories of habit formation 
which ignore the motives which lie behind conduct. 
In fact she holds too much deliberate habit formation 
to be dangerous, in that it tends too frequently to 
molest the child’s development by inhibiting the 
normal unfolding of instinctual trends. In this 
respect the work is not only a mine of practical informa- 
tion on early child conduct, but a corrective to the 
quasi-scientific objective approaches. Many people 
will find it useful to consider, in the light of this study, 
how far psycho-analytic concepts can be used as the 
touchstones for psychological insight. 





Nervous Breakdown 


By W. B. Wotre, M.D. London : George Routledge 
and Sons. 1934. Pp. 260. 7s. 6d. 


Tue author has dedicated his book to Men and 
Women in Perplexity, and there is little doubt that 
a section of the lay public will find a hope and insight 
in his chapters. To the psychiatrist, however, the 
book will appear as a somewhat journalistic effort 
to put the case for psychotherapy. Dr. Wolfe’s 
standpoint is largely that of Alfred Adler. In giving 
a rich variety of cases he shows a sense of the dramatic 
rather than insight into deep mechanisms, and it 
seems likely that the successes he has obtained have 
been mainly due to his personal influence rather than 
to a careful analysis of his case material. Each case 
as described provides an exciting little story, and the 
reader cannot avoid the feeling that there has been 
a considerable artistic selection of the material. 
Psychopathologists might be most interested in what 
has been left unsaid or unanalysed. 





Radiologie clinique du tube digestif 
Stomach and Duodenum. Second edition. By P. 
Duval, J.-CH. Roux, and H. B&écLERE. Paris: 
Masson et Cie. 1935. Pp. 374. Bound in 1 vol., 
Fr.300 ; 2 vols., Fr.330. 


Tuts is one ofthe beautiful productions issued by 
the therapeutic surgical clinic of the medical faculty 
of Paris. It is fully up to the standard of the other 
volumes in the series which are exquisitely produced 
from every point of view. This second edition of 
a work which appeared in 1927 as a single volume is 
obtainable either in one or two volumes. This con- 
venience will be appreciated by readers who have 
found the single volume somewhat unwieldy to 
handle. 

The first volume deals with the stomach and the 
diaphragm, while the second deals with the duodenum. 
The general plan of the book is to devote the left 
side of the page to letterpress and diagrams, which 
are mostly tracings of the beautiful radiograms 
which are reproduced on the right-hand side. Many 
of the radiograms of the 1927 edition have been 
replaced by others which show the marked improve- 
ment in technique which has taken place in recent 

ears. ; 

4 The book is much more than an atlas, for the letter- 
press is important and exceedingly well written, 


forming a running commentary on the radiograms 
that flow in well-ordered sequence through the pages. 
The text providesa clear and straightforward exposition 
of the whole subject, the radiograms all being admirably 
chosen to illustrate the various points. If one could 
single out any particular chapter for special mention 
it would be a short section on diaphragmatic hernia ; 
a small but curious omission is that of any reference 
to congenital absence of the diaphragm. 

This work provides a most satisfactory and up-to- 
date review of the radiology of the stomach and 
duodenum. 





Psychiatrische Vorlesungen fiir Arzte 


By Prof. Dr. Kurt Scunemper. Leipzig: Georg 

Thieme. 1934. Pp. 140. M.3.40. 

TuHIs volume is made up of a series of articles 
previously published in the Deutsche medizinische 
Wochenschrift. The first essay on the onset of schizo- 
phrenic and cyclothymic psychoses is a plain state- 
ment of Kraepelinian psychiatry with very little 
psychopathological insight. The author emphasises 
the importance of biogenetic factors. 

The chapter on psychopathic personalities follows 
on the teaching of Klages coloured by Kretschmer’s 
typology. Prof. Schneider tends to stress the distinc- 
tion between psychopathy and psychoses. Neuras- 
thenia and hysteria are distinguished as somato- 
pathies and psychopathies respectively. The views 
taken of child disorders follow the ideas of Homburger 
and are untouched by the Freudian advances, though 
Adlerian interpretations find a place. Chapters on 
suicide, symptoms, psychosis associated with systemic 
diseases, epilepsy, and brain processes are included. 
The collection of essays, as a whole, provides a service- 
able introduction to psychiatry on the descriptive 
side. The bent of the book is towards biological 
interpretations, and the psychological point of view 
is superficial. 





Experimental Bacteriology 

In its Applications to the Diagnosis, Epidemiology, 

and Immunology of Infectious Diseases. By Dr. 

W. Ko tte, Director of the Institute for Cxperi- 

mental Therapy, Frankfurt; and Dr. H. Herscn, 

Professor at the Institute. Translated from the 

seventh, completely revised, German edition by 

DaGny EriKson. The English version, incor- 

porating further revision, edited, by Prof. Joun 

Eyre. London: George Allen and Unwin Ltd. 

1934. Pp. 613. 30s. 

THE second volume of Kolle and Hetsch’s “‘ Experi- 
mental Bacteriology ’’ completes the translation of 
the well-known German work and has the same 
merits as its predecessor. The first two chapters, 
on tuberculosis and on leprosy, are the only ones on 
bacteria proper. The remainder of the volume treats 
of spirochetes, protozoa, the filtrable viruses, and 
pathogenic fungi. As we noted in reviewing the 
first volume, the book is much more than a treatise 
on parasitology. Admirable accounts are given of 
the diseases themselves from the pathological and 
even the clinical and therapeutic aspects. The 
chapters on leprosy, syphilis, trypanosomiasis, and 
rabies are particularly good in this respect. The 
sections on experimental syphilis and on chemotherapy 
are also of high value and authority, and even more 
than in the first volume the wide personal experience 
of the authors is apparent. The translator and editor 
have done a signal service in rendering this useful 
book into English. Much may be learnt from it 
that cannot readily be found elsewhere. 

















THE LANCET] 


THE LANCET 








LONDON: SATURDAY, MARCH 9, 1935 





SIR GEORGE NEWMAN 


THE close of the month will see the retirement 
from official life of that great public servant, 
Sir Gtorce Newman, and the number of medical 
men, and of others placed by their duties in close 
relation with medicine, who will regard his passage 
from the sphere of public activity with deep 
regret, is very large. Sir GzorGr’s work has been 
of far-reaching importance for a long period. 
Twenty-eight years ago he was appointed chief 
medical officer of the Board of Education, and the 
fact that he was given the status of principal 
assistant secretary constituted an important 
innovation. The standing thus obtained was 
found to have been amply justified, for it was 
confirmed 12 years later when, on the establish- 
ment of the Ministry of Health, Sir Grorcr 
was appointed chief medical officer with the status 
of secretary to the Ministry. The post thus gave 
medicine a new position in Government affairs, 
and the definite rank in the Civil Service proved 
of direct advantage to medicine both scientifically 
and because of its influence upon public opinion. 
The school medical service immediately became 
able to initiate a standard of work which introduced 
more clinical and personal medicine into public 
health; the coérdination of different public 
interests with medical progress was maintained, 
and those who would like to follow how the visions 
of an individual may become the practical work 
of a department, and an accepted public policy, 
should read Sir GrorGe’s early circulars printed 
in the medical reports of the Board of Education 
prior to his first appointment there. On the 
arrival of the Ministry of Health Newman became 
chief medical officer to the Ministry and to the 
Board of Education, and in coéperation with 
Rosert Morant, that giant of public administra- 
tion, and especially with the support of ArTHuR 
BaLrour, there came many developments of 
departmental work of the first importance, in 
connexion with both education and health 
insurance. Of these we may mention two, the 
advantage of which to medicine and the public 
alike are conspicuous—the technical grants to 
medical schools and the measures to deal with the 
problems of child welfare. The child not yet at 
school was, as far as the State was concerned, 
non-existent, and to meet this situation came 
the idea of schools for mothers, which later found 
expression in the Maternity and Child Welfare Act 
of 1918. We do not enumerate further the parti- 
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cular achievements which have marked the medical 
work of the Ministry of Health and of the Board 
of Education during the long period through which 
Sir GrorGe has been the chief executive officer ; 
there is the less need to do so because the annual 
reports from both departments have been models 
of clearness and frankness throughout, and have 
secured by their unusual literary qualities wide 
notice. But to one such document particular 
attention may be directed, namely, the report 
of the Committee on Post-graduate Education 
(the Athlone Committee) whose outward manifesta - 
tions to-day are the London School of Hygiene 
and the Hammersmith Postgraduate Medical 
School, the Rockefeller Trust and the British 
Government each responding generously to a 
forceful presentation of the needs. 

Sir GzorGE NEWMAN leaves public life with 
a remarkable record of work done; he has 
left an enduring mark on the Civil Service and 
raised the status of medicine in the public eye 
by his work and his writings. He takes with 
him on his retirement a real meed of gratitude. 


ANTIMALARIAL REMEDIES 


Tue Indian Medical Gazette for January, 1935, 
contains two original contributions and a leading 
article on the toxic action of Plasmoquine and 
Atebrin, including some sensib!e conclusions about 
the results of their administration. Few will 
disagree with the trenchant remarks made upon 
specific drugs in general; these antimalarial 
remedies necessarily follow the rules which have 
applied to salvarsan, emetine, and many others. 
The course of any new drug is bound to run through 
three distinct phases, not unlike those of larva, 
pupa, and imago. As a larva introduced by the 
inventors it shows great promise and is widely 
acclaimed ; the bystanders see many virtues and 
no faults. After an active life it reaches a pupal 
stage—a stage of metamorphosis, a time of obscu- 
rity and doubt. This is a period of vilification ; 
the critics will say nothing good; the virtues 
have become vices, and every evil habit is merci- 
lessly exposed. Finally, the now established 
remedy staggers out of its chrysalis almost ashamed 
to spread its wings. Of the two synthetic anti- 
malarial drugs plasmoquine has passed through 
all these evolutionary stages and has emerged 
rather tattered, whilst atebrin has now entered 
the second and critical phase but on the whole 
seems likely to be the more perfect insect. 

In large doses plasmoquine is definitely toxic 
and, probably, as Lieut.-Colonel R. N. CHopra 
and Dr. R. N. CHaupHuri say, 0-06 g. daily is 
too big a dose for the average Indian patient, 
while in Europeans cyanosis, prostration, and 
epigastric pain are readily induced by 0-12 g. per 
diem. A common practice, however, and one 
which (we heartily agree) should be deprecated, 
is the combination of plasmoquine with atebrin 
in the maximum doses advocated. Given with 
atebrin the toxicity of plasmoquine appears to be 
enhanced ; indeed, in the case of a Bengali doctor 
a condition not unlike blackwater fever seems to 
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have been produced. Nor are the effects of 
combining atebrin, plasmoquine, and quinine in 
the recognised therapeutic doses any better, and 
the combination is certainly less efficacious in 
preventing malarial relapses. All this is somewhat 
negative, but fortunately the report of Dr. C. D. 
Newman and Dr. B. 8. CoaLam makes happier read- 
ing. It is concerned with 300 malarial patients— 
employees of the Eastern Bengal Railway and their 
dependents—divided imto two groups, one of 
which was given atebrin for the first five days and 
then plasmoquine for a similar period, while the 
other received the drugs together for a five-day 
course. Atebrin was readily taken by children, 
since it leaves no bitter taste in the mouth. The 
conclusions arrived at were generally favourable, 
except that, when the drugs were given in con- 
junction, a larger proportion of severe untoward 
symptoms were noted. It was therefore held 
safer to give atebrin in the customary doses for 
five days and follow it with plasmoquine (0-03 g. = 
gr. 4 daily) for a similar period. Indeed, it may 
be taken that on the whole medical opinion at 
the present time is well disposed toward adminis- 
tration of both these drugs, but in separate and 
short courses, and not in combination. 

Finally, there is the question of the true pro- 
phylactic value of plasmoqiine and atebrin—a 
question never yet satisfactorily answered. In the 
same journal Dr. D. P. Wii.iaMs and Dr. R. Buatra- 
CHARYYA record an experiment on a tea estate in 
Assam where the incidence of malaria had been 
unduly high amongst the labour force, which con- 
sisted of natives with a low resistance, notoriously 
liable to diseases of all kinds. It began in July, 
1933, and lasted to the end of the year. They 
gave preventive courses (consisting of 1-0 g. of 
atebrin, spread over five days, to adults, and 
proportionately smaller doses to children) to 234 
coolies, and later they administered 50 treatment 
courses of 1-5 g. atebrin over a period of five days 
to those who developed malaria. The ill-effects 
noted were very few and not serious; in some a 
yellow discoloration of the skin was seen, while 
in others slight abdominal pain was caused. 
Apparently no further symptoms were recorded 
when the course of atebrin was followed by one 
of plasmoquine. The relapse-rate was high 
(21-4 per cent.), but the vast majority of the 
relapses were in children below two years of age, 
which is taken to show absence of immunity 
amongst them. Finally, although it was noted 
that the total infections and total incidence of 
malaria diminished to some extent, this diminu- 
tion was due chiefly to reduction in the number 
of malignant tertian cases, and there was no 
corresponding reduction in benign tertian infec- 
tions. WiLiaMs and BHATTACHARYYA consider 
therefore that this comparatively small result 
does not sufficiently compensate for the expense 
incurred. Results of this kind leave a feeling of 
uncertainty, to say the least. Meanwhile, as Dr. 
Lynpuurst DvKE points out in an important 
contribution to our correspondence columns this 
week, the use of quinine for prophylaxis continues 
steadily, and it is essential that further facts 
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should be obtained which will show clearly the 
best way of preventing malaria with the means 
at our disposal. It is regrettably evident that a 
true and satisfactory prophylactic has yet to be 
discovered. 


FOLLOW-UP DEPARTMENTS 


Ir is characteristic of the problems of medicine 
that it is seldom possible to perform a crucial 
experiment. Indeed, this is true of all biological 
problems. The collection of repeated observa- 
tions under conditions which are by no means 
always comparable is the only method of arriving 
at some conclusion about the efficacy or failure 
of a particular treatment of disease. This method 
of study can be organised, and hence have arisen 
“follow-up” departments. These have become 
quite common in this country—though by no means 
so general as in American hospitals—and their 
value in the clinical investigation of cancer was 
strongly urged not long ago by Prof. G. E. Gasx.* 
The arrangements in force at Prof. Gask’s own 
hospital, St. Bartholomew’s, have since been 
described by Mr. R. W. Raven,’ and it is seen that 
for the most part they conform pretty closely 
to those of the department successfully initiated 
many years ago at the London Hospital by Mr. 
A. J. WALTON. 

But there is room for differences in planning. 
Mr. RavEN points out that following-up may serve 
three purposes: first, it is useful to the patients 
who require and appreciate supervision ; secondly, 
it allows the physician or surgeon to profit by his 
mistakes, while his students incidentally learn 
something of prognosis; and thirdly, it provides 
a mass of information on the value of various forms 
of treatment and facilitates development of the 
most promising. The needs of the various 
individuals concerned are best met if the patient is 
always seen in the follow-up department by the 
physician or surgeon under whose care he originally 
came; when the duty of conducting such clinics 
is left to junior members of a hospital organisation 
it is not unlikely that much of their usefulness is 
lost. It is arguable too that the community 
benefits most by this arrangement, since only 
men of much experience and acute intellect are 
likely to perceive the significance of unobtrusive 
phenomena which may have a bearing on the 
recurrence of a disease such as cancer or resistance 
against it. The careful cardiac work of Sir Jamges 
MACKENZIE lives as an example of the best kind 
of following-up—the personal investigation of one 
acute observer. At the same time the institute 
founded in his memory at St. Andrews * embodies 
the principles of group research through the 
collection and collation of detailed data, and 
the statistical approach to the radium treatment 
of cancer, for example, demands laborious records 
on a uniform plan rather than the clinical 
impressions of a particular surgeon. 

Record-keeping at its most elaborate is proposed 


' Proc. Roy. Soc. Med., 1933, xxvii., 69. 
* St. Bart.’s Hosp. Jour., March, 1934, p. 113. 
* The fifteenth annual report has just been published and may 
be obtained from the Secretary of the Institute, St. Andrews, Fife. 
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in a paper entitled the Continuous Follow-up 
Department of the Modern Hospital by Dr. 
Nissen.* He wants the hospital to be the scene 
of a yearly “ check-up ” which will provide enough 
information for “complete analysis of the life 
course and the interrelationship of various systemic 
involvements in one individual.’””? Such a depart- 
ment is to be directed by a person of “‘ investigative 
make-up”? who is able to reach conclusions 
impartially and impersonally. Physical examina- 
tion is to be supplemented by laboratory and 
radiographic studies of a comprehensive kind 
and the director is to take into account the 
patient’s mental and emotional state and problems. 
The illustrative chart accompanying Dr. NissEN’s 
paper is an example of note-taking which goes 
a long way towards the ideal of thoroughness— 





* New Eng. Jour. Med., Dec. 6th, 1934, p. 1048. 


THE ROYAL SOCIETY 


AMmoNnG the 17 candidates recommended by the 
council of the Royal Society for election into the 
society this year are four medical men : Sir Frederick 
Banting, professor of medical research at Toronto, 
whose work on the pancreas and diabetes led to the 
discovery of insulin; Prof. 8S. P. Bedson, distin- 
guished for researches into immunity problems in 
connexion with virus diseases, who recently succeeded 
Prof. W. Bulloch in the chair of bacteriology at the 
London Hospital ; Prof. W. E. Le Gros Clark, pro- 
fessor of human anatomy at Oxford, whose original 
work has been largely concerned with the evolution 
of the brain; and Prof. R. A. Peters, Whitley 
professor of biochemistry at Oxford, who has recently 
devoted much attention to vitamin-B deficiency. 
Of the other selected candidates, Mr. N. K. Adam 
is a research chemist attached to University College, 
London; Prof. E. N. da C. Andrade holds the 
Quain chair of physics at the same college; Mr. 
E. J. Bowen is a Fellow of University College, Oxford, 
whose work has been chiefly concerned with physical 
chemistry, notably photo-chemistry; Mr. G. E. 
Briggs is lecturer in plant pathology at Cambridge ; 
Prof. H. G. Cannon holds the chair of zoology at 
Manchester and has worked chiefly on crustacea ; 
Prof. J. 8. Foster holds the chair of physics at McGill ; 
Mr. A. L. Hall, Se.D., was lately assistant director of 
the geological survey of the Union of South Africa ; 
Mr. W. H. Hatfield, D.Met., is head of the Brown- 
Firth research laboratory, Sheffield, and is distin- 
guished for his researches on various types of cast 
iron, carbon steels, and alloy steels; Mr. J. de Graaff 
Hunter, Sc.D., was lately director of the geodetic 
branch of the Survey of India; Mr. B. A. Keen, 
D.Se., is assistant director of the Rothamsted Experi- 
mental Station and is distinguished for his investiga- 
tions into the physical properties of the soil; Prof. 
John Read is professor of chemistry at St. Andrews ; 
Mr. R. N. Salaman is director of the Potato Virus 
Research Station, Cambridge ; and Mr. R. Stoneley 
is lecturer in mathematics at Cambridge. 


RESUSCITATION OF MINERS 


Some 18 months ago the Secretary for Mines drew 
the attention of owners and managers of mines to 
the value of a mixture of carbon dioxide and oxygen 
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too far indeed for most of us to follow—and even 
raises a doubt whether detail might not defeat 
its own ends by making the analysis of large 
series of cases almost impossible. “The collection 
of data with no particular object in mind is not 
likely to bring such immediate results as their 
collection for a definite purpose and with a definite 
idea. Nevertheless Dr. Nissen prefers it. He 
admits that a scheme of this kind could only be 
fulfilled, for every patient, at a small hospital ; 
for a large one it would involve an immense 
addition to the staff. But he thinks it would be 
useful for large hospitals to follow up a selection 
of their cases—say every tenth or twentieth 
admitted in this way. ‘‘ Practicality’ and 
‘expense,’”’ he adds, “dictate limiting follow-up 
service at all times to a specialised group. 
* Research ’ urges that it is limitation to a specialised 
group which defeats its ends.” 


ANNOTATIONS 


in resuscitating men suffering from the effects of 
fire-damp. Circular M.D. No. 64 stated that this 
treatment is likely to be efficacious in all cases of 
asphyxiation or shock from whatever cause. As a 
result of that circular and of representations made 
to rescue station authorities, apparatus suitable for 
administering this mixture is now available at the 
central rescue stations and at certain mines, but the 
Secretary for Mines points out in a further circular 
just issued (No. 76) that it is desirable for the appara- 
tus to be kept ready for immediate use at the mines 
themselves as well as at the rescue stations, and that 
most of the existing types of oxygen reviving appara- 
tus can be adapted to administer the mixture of 
carbon dioxide and oxygen. The circular gives two 
recent instances of the value of this provision which 
deserve to be widely known. 

(1) An under-manager and several men were affected 
by carbon monoxide while fighting an underground fire. 
The under-manager was carried to the underground office, 
where a mixture of carbon dioxide (about 7 per cent.) 
and oxygen was administered for 15 minutes. At the end 
of that time he was well on the road to recovery, but as 
an additional precaution oxygen was given for a further 
ten minutes. Four workmen who were affected were 
given similar treatment with equally good results. 

(2) At another underground fire four men were overcome 
by fumes. When brought out of the fire area, two of them 
showed no apparent breathing and had no perceptible 
pulse: artificial respiration was performed in conjunction 
with the administration of carbon dioxide and oxygen 
and the breathing of one man was restored in a very short 
time, though, despite every effort, the second man died 
from heart failure. The other two men were also seriously 
affected by the noxious fumes and were snoring heavily : 
the mixture of carbon dioxide and oxygen was administered 
to each of them and, in the words of the rescue station 
superintendent, “It was extraordinary to note how 
rapidly these men recovered.” 


Since the earlier circular was issued Prof. Yandell 
Henderson has continued to set out convincingly 
how necessary is the addition of carbon dioxide as 
a respiratory stimulant in cases of carbon-monoxide 
poisoning. We have in such poisoning, he remarks,' 
a subacute form of asphyxia in which the mechanism 
of respiration itself is not dislocated, so that artificial 
respiration is not necessarily of primary importance. 
The victim is often breathing spontaneously. He is 


1See THE LANCET, 1934, ii,, 881, 
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nevertheless suffering from lack of oxygen, and this 
deprivation may be sufficient to do permanent damage 
to the tissues. The administration of oxygen alone 
acts too slowly> During the poisoning, in attempting 
to get an adequate supply of oxygen the patient has 
overbreathed and washed quantities of carbon 
dioxide out of his system. His chief need is the 
administration of carbon dioxide, not merely to provide 
the normal stimulus of respiration but to build up 
again his alkali reserve. All these matters are well 
discussed in the book by Dr. Argyll Campbell and 
Dr. E. P. Poulton, noticed in our review columns 
last week. 


TREATMENT OF CANCER OF THE PERINEUM 


THE proper treatment of cancer of the perineum 
is discussed by H. Fruchaud ' under the main headings 
of cancer of the penis, of the vulva, and of the anus. 
He does not deal with the rare glandular carcinomas 
which may arise in the Bartholinian glands or in the 
mucous glands of the vulva, but considers only 
squamous epithelioma. This is usually well differen- 
tiated and of rather slow evolution but is prone to 
produce early metastases, while in this area sepsis 
inevitably complicates the picture. For cancer of 
the penis Fruchaud regards radium applied to the 
surface as the treatment of choice for early lesions, 
and even for more advanced ones, provided that the 
penis is not so short or so fixed by infiltration that 
the pubis prevents accurate application of a mould 
encircling the organ. A mould of Columbia paste 
is bivalved, and on it are placed, at a distance 
of 1 cm. from the skin surface, regular rows of tubes 
of 5 mg. of radium filtered by 1 mm. of platinum. 
This treatment has proved satisfactory for all but 
very advanced cases, where surgical intervention is 
necessary, and a perineal urethrostomy is advised. 
Cancer of the vulva is divided according to an origin 
in the clitoris, the labia, or the urethra. For lesions 
of the clitoris and labia surgical excision is recom- 
mended ; as much tissue as possible should be removed 
because deep infiltration extending particularly in 
a lateral direction is the rule. Spinal anesthesia is 
preferred and the diathermy knife should be used 
throughout. The wound is not sutured but left to 
granulate, and satisfactory healing is obtained even 
after a very radical procedure. When the orifice of 
the vagina is involved it may be possible to obtain 
satisfactory healing without mutilation by a combina- 
tion of intravaginal and surface radium, but it must 
always be remembered that the skin of the perineum 
stands irradiation very badly compared with the 
skin of the neck, or even of the face, and that the 
shape of the part makes the delivery of a satisfactory 
depth dose very difficult. For squamous epithelioma 
of the anus radium treatment in three separate 
applications is suggested : (1) a circle of long needles 
pushed straight into the ischio-rectal fosse through 
healthy tissue; (2) a moulded local applicator; and 
(3) a central tube of radium encased in thick rubber, 
introduced into the anal canal. Fruchaud has 
decided views on the treatment of the inguinal nodes. 
He makes no attempt to remove the nodes together 
with the primary growth as a block dissection, 
(a) because he believes that the glandular metastases 
are embolic, not due to permeation, and (b) because 
a severe septic infection frequently results, and may 
even prove fatal. On the other hand, he does not 
think that irradiation can be really effective for 
deeply placed malignant nodes, and advises that the 
primary lesion be dealt with first. Then, if nodes 


do not appear to be involved, the patient is kept 
under supervision, but if the nodes are enlarged, and 
particularly in lesions of the anus, a careful dissection 
of the block of tissue containing the nodes should 
be carried out about three weeks after the original 
procedure, whether this has been operation or 
irradiation. 


THE DRUG TRAFFIC 


At the meeting of the Council of the League of 
Nations in January the conclusions of the Advisory 
Committee on the Traffic in Opium and other 
Dangerous Drugs in regard to China and Bulgaria 
and the supervision of Indian hemp were adopted. 
During the discussion the Spanish representative, 
Don Salvador de Madariaga, while appreciating 
the efforts of China to eliminate the drug evil, called 
attention to the facility with which persons engaged 
in illicit traffic could move freely from country to 
country, and urged that the delivery of international 
passports to illicit traffickers should receive more 
attention from the national police forces. The 
suggestion was supported by the Portuguese repre- 
sentative and the matter was referred to the secretary- 
general for consideration. The supervisory body 
set up under the Limitation Convention of 1931, 
from a study of the estimated legitimate requirements 
of morphine, heroin, codeine, dionine, and cocaine 
received from 188 governing authorities, reports 
that the figures show an appreciable reduction in the 
world drug requirements for 1935 as compared with 
1934. These figures will form the criterion by which 
Governments will regulate their manufacture, imports, 
and exports. It will also afford the means by which 
the Permanent Central Opium Board will watch 
the course of import and export trade throughout 
the year. In the event of imports by any country 
exceeding the estimate notification will be sent, 
under Article 14 of the Convention of 1931, forbidding 
further exports to that country. 

A certain analogy has sometimes been drawn 
between traffic in dangerous drugs and international 
traffic in armaments. It is interesting to note in 
this connexion that Dame Rachel Crowdy, whose 
long and effective service to the League of Nations 
in the matter of opium and dangerous drugs is well 
known, has been appointed a member of the new Com- 
mission which has been set up to inquire and report 
on the traffic in armaments and their manufacture 
by Government or private agency. 


THE FAMILY INCIDENCE OF ACUTE 
RHEUMATISM 


THE tendency for acute rheumatism to show some 
degree of what is called familial concentration is 
clearly recognised ; the problem lies in the explanation, 
whether the apparent differences in susceptibility 
between families are genetically determined or result 
from the common environmental surroundings that 
are shared by the family group. Towards a solution 
of that problem an interesting study has been made 
by Mr. J. A. Fraser Roberts, D.Sc., of the Institute 
of Animal Genetics in Edinburgh, and Dr. W. A. R. 
Thomson, then working in the Department of Medicine 
and Bacteriology in the same University... Their 
material relates to 82 families, all of which contained 
one child or more attending the municipal rheu- 
matic clinic held at the Edinburgh Royal Hospital 
for Sick Children. From each of these families a 
careful collection of information was made and 
showed that in all there were 97 certainly affected 





1 Revue de Chirurgie, 1934, lii., 760. 
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children, and a further seven possibly affected. In 
addition a parent was certainly affected in 14-6 
per cent. of the cases, or taking less definite evidence 
of attack into consideration in 23-2 per cent. ; the 
latter figure agrees closely with that obtained in the 
special investigation of acute rheumatism made 
for the Medical Research Council.? The incidence of 
the disease on brothers and sisters of the patient 
was found, in this rather small sample, to be higher 
in those families with a parent affected than in those 
with both parents unaffected. With one exception, 
however, no family contained more than two affected 
children. The authors lay particular stress upon this 
latter point; they suggest that this is what would be 
expected if genetic susceptibility were an important 
factor—the frequency with which susceptibility occurs 
being low—while if environmental factors were 80 
potent as to produce the familial incidence that is 
observed one might expect also to observe, under 
unfavourable conditions, families with a very high 
proportion of children affected. In fact such examples 
seem rare. It is clear that the genetic hypothesis 
does not necessarily run counter to the well-recognised 
social incidence of the disease. If hereditary suscepti- 
bility exists it is quite possible that it can be overcome 
by suitable environmental surroundings. In other 
words, the distribution of the inherited characteristic 
may not differ between social classes, but the 
opportunity for it to exhibit itself may differ con- 
siderably with environment. The authors have 
certainly demonstrated a case in favour of a genetic 
factor, and it is to be hoped that further collections of 
data will be made to test their conclusions. 


ENVIRONMENT AND HIGH BLOOD PRESSURE 


THovuGcH our knowledge of the cause or causes of 
essential hypertension may be almost negligible, one 
factor at least is generally accepted, and that is its 
familial tendency. Even this is now threatened, for 
E. Bardth and A. v. Mirgay * suggest that environ- 
mental, factors are more fundamental. They dis- 
count the effects of flesh diet, affirming that hyper- 
tension is rare in the Eskimo (who lives chiefly on 
flesh and fat) while in Japan where the diet is 
largely vegetarian, it is almost as common to-day as 
in the United States of America. What they chiefly 
emphasise is the special incidence in the more highly 
educated, in people who live in large towns, and 
particularly in those with heavy responsibilities. 
Analysing 362 cases, they found about 58 per cent. 
to be city dwellers, the remainder living in small 
towns or villages; and since most of their patients 
belong to the latter group this small majority is 
considered much more significant than it seems at 
first sight. The condition is comparatively rare, 
they say, among the peasants of Hungary, a hard- 
working and wine-drinking people, and investigation 
of the 362 hypertension cases showed that as many 
as 44 per cent. were “highly educated ’—that is, 
they had attended a high school or university— 
while of the others about equal proportions were 
moderately educated or uneducated. No doubt an 
investigation in any part of the world would give 
very similar results as regards class-incidence and 
habitat. In their conclusions, however, Bardth and 
Mirgay appear to be putting the cart before the 
horse. At least in so far as environment and heredity 
are separable, it seems reasonable to assume that 
the type of work which a person undertakes will 
depend on his psychological and intellectual charac- 





* Special Report Series No. 114. 
* Wien. Arch. f. inn. Med., August, 1934, p. 221. 


teristics, which after all are inherited. To a large 
extent also he will tend to live in the same kind of 
environment, and receive the same _ educational 
advantages as his parents. Moreover, the type of 
man marked out for hypertension more often than 
not has a vigorous “driving” personality ; and such 
a person if born in a village is unlikely to stay there. 


THE INQUIRY INTO CORONERS’ COURTS 


THE personnel of the new committee of inquiry 
into the subject of coroners’ inquests is likely to inspire 
a modest confidence. The chairman, Lord Wright, 
brings to this, as to other extra-judicial tasks recently 
allotted to him, acuteness of mind and freshness of 
outlook. Sir R. Farquhar Buzzard will admirably 
represent the medical profession. What Sir Archibald 
Bodkin does not know about the initiation and conduct 
of all kinds of criminal proceedings may safely be 
described an negligible. Mr. Digby Cotes-Preedy, 
K.C., possesses medical as well as legal qualifications. 
Mr. W. Rutley Mowll is an experienced solicitor. 
Mr. George A. Isaacs is able to look after the interests 
of the press. Like Mr. Isaacs, the two remaining 
members of the committee, Sir Arthur Hazlerigg and 
Mrs. Wintringham, are ex-members of Parliament ; 
they may be trusted not to ignore either the dictates 
of common sense or the feeling of the countryside. 
Doubtless the committee will study with care the 
mass of material collected by the former Departmental 
Committee on Coroners over which the late Sir 
Mackenzie Chalmers used to preside. 

The present terms of reference are “to inquire 
into the law and practice relating to coroners and to 
report what changes, if any, are desirable and 
practicable.”” These should be wide enough to cover 
all recent criticisms. The inquiry should give an 
authoritative answer to the question whether all would 
be well with the inquest system under its existing law 
and practice if only some coroners were as good as 
others, or whether Parliament should interfere to 
restrict the coroner’s functions or to standardise 
his procedure. The cordiality of the legal profession 
towards inquests is notoriously tepid. Members 
of the Bar are slow to reconcile themselves to the 
tradition of the coroner’s personal control of the 
inquiry and to the occasional disregard of the strict 
code of evidence. Their recommendations for the 
future of coroners might be summary and ruthless. 
This country, however, does not lightly destroy its 
ancient institutions, and we shall be surprised if the 
result of the inquiry persuades the public that the 
coroner has entirely outlived his usefulness. 


DIABETES AND THE STANDARD OF LIVING 


THERE can be little doubt that the rise in the 
standard of living in most civilised countries has 
contributed materially to the improvement in rates 
of mortality, more especially those attributed to 
tuberculosis. We are accustomed to hearing of its 
advantages, and perhaps too little attention is paid 
to items on the debit side. Among these must be 
included, according to Joslin, Dublin, and Marks,* 
the increasing incidence of diabetes mellitus. A 
proportion of the increase recorded is no doubt 
merely apparent and due to such factors as advance 
in diagnostic methods, extension of medical services, 
development of routine medical examinations in 
connexion with life assurance, and the changing age- 
constitution of the population. It is impossible to 
say how large a part these factors play, but the 


1 Joslin, E. P., Dublin, L. I., and Marks, H. H.: Amer, 
Jour. Med. Sci., February, 1935, p. 163. 
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American investigators give cogent reasons for 
thinking that some at least of the increase is real 
and due to the increasing ease of life. Their datum 
line is that the chief constitutional feature in the onset 
of diabetes is over-weight. Joslin’s clinical records 
of over 4000 patients show that at their time of 
maximum weight half the men and nearly 60 per 
cent. of the women were at least 20 per cent. above 
the average weight for persons of their height and 
age. These results are confirmed by insurance 
statistics which prove that the development of 
diabetes is far commoner among over-weights than 
among persons of average weight or less. All fat 
people do not, of course, develop diabetes, and the 
relationship between the disease and obesity is by 
no means clearly defined; but the association is, 
the authors suggest, so close that conditions favouring 
obesity must promote an increase in diabetes mor- 
tality. Such conditions include abundance of food 
and diminution in the physical demands of labour. 
By the mechanisation of industry the amount of 
energy expended in work has been substantially 
reduced for a large part of the population at the same 
time as real wages and consuming power have 
increased. Occupational studies have shown that 
diabetes is most prevalent among persons whose 
work requires the expenditure of relatively little 
physical energy and who have higher than average 
incomes. It is not unlikely that modern advance is 
bringing a larger proportion of the population into 
that category. The statistics of medical examina- 
tions might show whether in fact the incidence of 
obesity is on the increase; Joslin and his collabo- 
rators say that this may be inferred from the fact 
that there has been no decline in the average weight 
of accepted applicants, although the type of insur- 
ance they are considering has been extended in 
large volume to the working-classes among whom 
over-weight would be presumably less common. 
The great increase in diabetes amongst women they 
ascribe to betterment in social position. They have 
shared in the benefits of the larger family income 
and in the decline in physical labour due to the 
decreased size of family and the introduction of 
labour-saving devices. 


FIREARM AND BULLET 


THe problems connected with identification of 
firearms in criminal cases are but little understood 
in this country, largely because crimes of violence 
in which such weapons are used are happily still 
rare. From time to time, nevertheless, circumstances 
arise when it is important to prove in a court of law 
that a particular firearm could or could not have 
launched a particular bullet. In a lecture to the 
Medico-Legal Society on Feb. 28th, Major Gerald 
Burrard outlined the principles upon which such 
proof is based, and gave some account of the technique 
he employs for the purpose. Briefly, the system of 
identification is founded on the fact that no two 
metal surfaces, however carefully finished, are 
microscopically identical. Under the great force 
of the propellant explosion the breech face of a 
pistol or other firearm leaves an imprint on the base 
of all cartridge cases fired from it, and this imprint 
is distinctive for that one weapon; it can be given 
by no other. Similarly, the engraving imparted to 
a bullet by the rifling of a certain barrel cannot be 
duplicated by another arm. Provided a_ bullet 
or case is not damaged or distorted, it is usually 
possible to say with certainty whether they were 
fired from a particular weapon or not. The lecturer, 
however, emphasised the fact that while the examina- 
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tion of a few test bullets and cartridge cases from a 
suspected firearm is enough to show that it could 
not have been responsible for a crime, it is necessary 
to examine a great many weapons of the same make, 
and to fire test rounds from them, before an opinion 
is given that a certain firearm did in fact fire a certain 
bullet or case. After the Gutteridge murder, for 
example, the War Office experts examined as many as 
1375 Webley Mark VI. revolvers before they felt 
able to say that the cases found at the scene of the 
crime had been fired by the revolver found upon the 
accused. Apart from the task of identification, 
moreover, the expert witness has to be ready to 
demonstrate his results to the court in such a way 
that they can be readily understood without much 
technical explanation. For this purpose Major 
Burrard uses composite photographs, according to 
a system well known and extensively employed 
in America. Separate photographs are taken, under 
precisely similar conditions of illumination, of the 
two bullets or cases to be matched. A part of one 
print is then cut out and laid over the other, to 
demonstrate the coincidence of characteristic lines 
or marks present on both objects, and though this 
procedure is open to criticism, it is perhaps justified 
as a simple and convincing means of demonstration 
in court. Contrary to what might be expected, 
quite a low magnification is adopted in this work ; 
indeed, Major Burrard said that four diameters is 
usually sufficient. 


FURTHER STUDIES ON THYROIDECTOMY FOR 
HEART FAILURE 


FURTHER accounts of results obtained by total 
removal of the thyroid gland on 75 patients with 
angina pectoris and congestive heart failure have 
been published by D. D. Berlin, H. L. Blumgart, 
and their co-workers. 7 In view of the technical 
problems associated with the operation, they set 
out to determine by studies on the cadaver the usual 
situations in which the parathyroid bodies were to be 
located, and found that 66 per cent. are situated 
just above the lower poles of the thyroid gland, close 
to the terminal twigs of the inferior thyroid artery. 
They are now able to identify the parathyroids at 
operation with some confidence, and among the 
75 patients no spontaneous tetany has occurred, 
though 12 had mild temporary symptoms of hypo- 
parathyroidism and 2 still require calcium. These 
temporary disturbances are attributed to interference 
with the vascular or nerve-supply to the parathyroids. 
A second difficulty in the operation is the liability 
of the recurrent laryngeal nerves to injury. Anatomical 
studies of the variations in the course of these nerves 
have shown that while they usually run safely in the 
tracheo-cesophageal sulcus, they may at times pass 
between the thyroid and the trachea at a point 
where these structures are adherent, and in others 
enter the substance of the gland. Previous work had 
shown that good results are dependent on the pro- 
duction of a permanent hypothyroid state but every bit 
of thyroid tissue must be removed. In this connexion 
attention is drawn to the importance of removing 
the pyramidal lobe, which structure they find present 
in 35 per cent. of cases. 

The total operative mortality has been 8 per cent. 
In 44 patients with gross circulatory failure, who had 
remained chronic invalids in spite of thorough 
application of other methods of treatment, there was 
freedom from failure after operation in 24, the period of 





1 New Eng. Jour. Med., 1934, cexi., 863. 
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observation varying between two and eighteen months. 
It is emphasised that patients with a short history 
are unsuitable for the treatment. The most suitable 
type is one in whom there is a history of repeated 
failure, which is relieved by rest and other treatment, 
but in whom capacity for effort is at best slight. 
Another consideration is the metabolic rate taken 
when the patient is free of congestion; if this is 
below —15 per cent. there is little to be gained by 
thyroidectomy. In general the results are stated 
to be better in the rheumatic than in the arterio- 
sclerotic group, and it is suggested that the higher 
pre-operative metabolic rates shown by the. former 
may in part explain this; also the latter group are 
much more liable to cerebral vascular accidents and 
to coronary occlusion, complications which always 
render the outlook uncertain. It is found unwise and 
unprofitable to operate if the patient cannot be 
rendered free of edema by preliminary treatment. 
There were 25 patients with severe angina, and 8 of 
these have remained free of pain in spite of activity 
over periods of three to eighteen months. In the others 
the relief has been temporary or partial and one or 
two have suffered coronary occlusion subsequent to 
operation. The operative mortality in this group was 
nil. The only unsatisfactory results appear to be 
in those with initial low metabolic rates. Local 
anesthesia is now preferred and post-operative 
pulmonary complications are found to be lessened by 
using minimal quantities of sedatives. The optimum 
post-operative basal metabolic rate is found to be 
—25 to —30 per cent. At this level a considerably 
reduced circulation rate suffices for the needs of the 
tissues, while no troublesome myxcedematous symp- 
toms are as a rule manifested. Psychological investiga- 
tion has failed to show any mental deterioration, 
though if the rate fall below —30 per cent. there 
may be irritability and mental slowing ; small doses 
of thyroid extract quickly relieve these symptoms. 
No anemia, vascular degeneration, urinary changes, 
or anacidity have been found to arise as a result of the 
artificial hypothyroidism. The method of total thyroid 
removal for anginal or congestive heart failure, 
resistant to all other measures, has evidently with- 
stood the preliminary tests, and shown itself capable 
of producing striking, if temporary, ‘improvement ; 
doubtless still better results will be obtained as the 
indications for the operation become more clearly 
defined. 
BIRTH CONTROL IN INDIA 


DuRING the last half-century the populations of 
England and Wales and of British India have both 
increased by about half. But whereas in 1931 the 
birth-rate in England and Wales was 15-8 per thousand 
of population, in British India it was 34. In the 
same year the crude death-rate of British India also 
was twice that of England and Wales, 24-8 per 
thousand compared with 12-3, while the infant 
mortality was nearly three times as high. In spite 
of this excessive mortality the rate of natural increase 
in India in 1931 (9-2 per thousand) was more than 
two and a half times the rate recorded in this country 
(3-5). The relatively rapid increase of the population 
of India—some 3} millions per annum—has led in 
some quarters to a demand for the dissemination of 
knowledge of the methods of birth control. In the 
opinion of Colonel C. A. Gill, I1.M.S.,1 such a proposal 
is open to grave objection. He advances the view 
that a population must be regarded not as a hap- 
hazard mass of multiplying mankind but as a bio- 
logical entity possessing a definite structure and 


+ Jour. of Hyg., 1934, xxxiv., 602. 
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capable of growth and development along pre- 
ordained lines. Various population types can be 
differentiated, each representing a different stage of 
population growth from “infancy ’”’ to “old age,” 
and passage through the stages is dependent, he 
believes, on natural laws of populations which secure 
the progressive evolution of the human race. As the 
restriction of births involves interference with the 
growth and development of populations the practice of 
artificial birth control must, therefore, be regarded 
as suspect on biological grounds. In British India, 
which Colonel Gill classifies as in the “ nascent” 
stage, any appreciable and continuous reduction of 
the birth-rate must, he holds, place a check upon 
progressive evolution unless it is associated with a 
corresponding reduction of the death-rate. Many 
people would argue, however, that the conditional 
clause is the crux of the situation. If the practice 
of artificial birth control leads to smaller families, 
longer intervals between pregnancies, and _ less 
economic distress, it is more than probable that the 
death-rate will fall. The growth of a population 
may be the same whether it has high or low rates 
of birth and death—the rate of increase merely 
depending upon the excess of births over deaths. 
Is progressive evolution better served by the present 
high natality and excessive child mortality of British 
India than it would be by two materially lower 
rates? Birth control, it must be remembered, is 
not an end in itself, it is only the means to an end. 
If a population is of a mind to reach that end, how 
are we to-decide whether the cause of evolution is 
or is not promoted by their adoption of the means ? 
In fact, India, Colonel Gill says, is not of that mind. 
The vast majority of her women, he believes, would 
be strongly opposed to any measures designed to 
restrict the size of their families, so that “‘ the voice 
of the people appears to give unconscious expression 
to the true biological needs of the country.” In 
face of opposition of this type an endeavour to 
popularise the use of contraceptives might be a 
** political crime ”’; but it could hardly be a “ bio- 
logical blunder,” for it could not succeed until the 
attitude of the population had changed. And perhaps 
when that attitude has changed, the biological struc- 
ture of the population will also have changed, so 
that birth control, if not class-differentiated, is no 
longer opposed to the progress of civilisation. 


DETERMINING DUST HAZARDS: THE THERMAL 
PRECIPITATOR 


INCREASING appreciation of the part played by 
dust in setting up pulmonary troubles, such as 
silicosis, asbestosis and the like, has created a need 
for accurate determination of the dust content of 
the air breathed, especially under industrial environ- 
ment. An inquiry recently completed has established! 
that all instruments used up to date possess serious 
disadvantages, whether the impinger method be 
employed, or the konimeter, or the jet dust counter. 
An overall efficiency varying from 40 to 60 per cent. 
only was obtained ; while none of the instruments 
was suitable for the estimation of size-frequency, 
and only one, the impinger, would allow estimations 
to be made over long periods of time. Fortunately, 
just as the investigators were demonstrating the 
inadequacy of existing methods, they heard of a new 
instrument, the thermal precipitator, based on an 


? Physical Methods for the Estimation of the Dust Hazard 
in Industry. By H. L. Green and H. H. Watson. Medical 
Research Council, Special Rep. Ser. No. 199. 1935. London: 
H.M. Stationery Office. Pp. 56. 1s, 
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original observation. Its inventors had noted that 
the space surrounding hot bodies is dust-free. Dust 
particles are repelled from any hot body by a process 
of differential molecular bombardment, while more 
distant particles follow convection currents set up 
by the hot body and do not cross the apparently 
impenetrable barrier of the dust-free space. The 
thickness of this space increases with the temperature, 
or, more correctly, with the temperature difference 
between the body and the walls of the enclosing 
chamber. The thermal precipitator consists of an 
electrically heated wire stretched tensely across a 
chamber, the walls of which are composed of two 
microscope cover-slips. When dust-laden air is 
drawn slowly through the chamber all the particles 
are driven against the cover-slips to which they adhere, 
so forming thereon a sharp line or bar. The composi- 
tion of this bar can next be determined under the 
microscope. The claim is made that the instrument 
is practically 100 per cent. efficient for all particles 
likely to be of pathogenic importance, while samples 
ean be taken over periods of time from ten minutes to 
two hours or over. It gives accurate information 
as to numbers of particles and size-frequency ; but 
the difficulty remains of identifying the nature of 
particles below lu or 2u in diameter. In order 
to exhibit the practical value of the heat precipitator, 
an investigation into the exposure of stonemasons 
to dust was conducted. It showed how undesirable 
it is for masons to work in closed yards guarded from 
breezes, and that on calm days the dust exposure 
may be three or more times as great as that of an 
average windy day. Other preventive measures 
are also indicated. There can be little doubt that 
this new instrument is destined to be of great value. 


Tue Ceylon Executive Committee for Health has 
appointed Lieut.-Colonel J. G. Gill, R.A.M.C., officer 
in charge of the Punjab Malaria Survey, to direct a 
campaign against malaria in the island. Some obser- 
vations on the epidemic now prevalent will be 
described by Dr. V. B. Wigglesworth, lecturer in the 
department of entomology of the London School of 
Hygiene and Tropical Medicine, in a lecture to be 
given at the school at 5 P.M. next Thursday, 
March 14th. 


Dr. Salusbury MacNalty has our warm congratula- 
tion on his appointment, in succession to Sir George 
Newman, as Chief Medical Officer, Ministry of Health 
and Board of Education. 


THE Select Committee on the Osteopaths Bill 
appointed by the House of Lords met and took 
evidence for the first time on Monday last. An 
account of the proceedings will be found in our 
Parliamentary Intelligence. 


Tue fifteenth International Physiological Congress 
will be held in Leningrad and Moscow from August 9th 
to 17th, under the presidency of Prof. Ivan Pavlov. 
Particulars may be had from the organising com- 
mittee at Leningrad, Main P.O., Box 13. 


In Melbourne on Monday last the new headquarters 
of the Koyal Australasian College of Surgeons were 
formally opened by Sir Holburt Waring, president 
of the Royal College of Surgeons of England. Sir 
Holburt read an address from the King sending his 
good wishes, and referring to the “ benefit of codpera- 
tion between the mother country and the Dominions 
in the wide field of surgery.” The visitors from 
overseas included Dr. Donald Balfour, president- 
elect of the American College of Surgeons, and Sir 
D’Arcy Power. 


THE SERVICES 


ROYAL NAVAL MEDICAL SERVICE 


Surg. Lt.-Comdrs. (D.) E. R. Longhurst to St. Vincent, 
F. W. Watts to Ramillies, G. Baker to Devonshire, L. R. 
Armstrong to Achilles, J. M. Park to Excellent, and T. E. 
Brevetor to Victory for R.N.B. 

Surg. Lts. R. M. Kirkwood to Dryad (temp.), P. M. 
McSwiney to Suffolk, J. G. V. Smith to Cicala, J. W. 
Oliver to Pembroke, V. J. Fielding to Rochester, and 
P. N. Walker-Taylor to Carlisle. 


ROYAL ARMY MEDICAL CORPS 


Short Serv. Commissions.—The undermentioned Lts. 
(on prob.) are confirmed in their rank: J. M. Carnow, 
J.A.D. Johnston, J. A. Scott, W. G. Greene, W. M. Oxley, 
O. R. L. L. Plunkett, R. H. Hunt, F. Williams, A. J. A. 
Gray, J. Reeve, G. M. Denning, H. H. Atkinson, and 
J. O'Connell. 

The undermentioned Lts. (on prob.) are confirmed in 
their rank: C. G. O'Driscoll, K. H. Clark, F. J. O’Dowd, 
and C. 8S. Gamble. 


REGULAR ARMY RESERVE OF OFFICERS 
Col. C. C. Cumming, C.B., M.B. (late R.A.M.C.), having 
attained the age limit of liability to recall, ceases to 


belong to the Res. of Off. 


ARMY DENTAL CORPS 


The undermentioned Capts. to be Majs. : 
J. L. Newton, and D. J. Muil. 


MILITIA 

Maj. G. R. Ward retires on attaining the age limit and 
retains the rank of Maj. 

TERRITORIAL ARMY 

Major G. E. Lloyd, M.C., M.D., having attained the 
age limit, retires and retains his rank, with permission 
to wear the prescribed uniform. 

Capt. J. O. Moffat to be Maj. 

Lt. H. W. E. Dickey to be Capt. 

F. V. Allen and P. Brookes to to be Lts. 

W. D. F. Lytle (late Offr. Cadet, Univ. of Lond. Contgt. 
(Med. Unit), Sen. Div., O.T.C.) to be Lt. 


ROYAL AIR FORCE 


Group Capt. T. J. Kelly, M.C., to Princess Mary’s 
R.A.F. Hospital, Halton, for duty as commanding officer, 
vice Group Capt. F. C. Cowtan. 

Flying Offr..H. Bannerman to No. 47 (B) Squadron, 
Khartoum, Egypt. 

Squadron Leader F. E. Johnson to Station Head- 
quarters, Hendon, for duty as Medical Officer. 

Flight Lt. J. A. Kersley is granted a permanent com- 
mission in this rank. 

Flight Lt. E. Donovan to R.A.F. Hospital, Aden. 

Flying Offr. W. P. Stamm is promoted to the rank of 
Flight Lt., and is appointed to R.A.F. Hospital, Aden. 

Dental Branch.—¥F lying Offr. A. Maben to No. 1 School 
of Technical Training (Apprentices), Halton. 


INDIAN MEDICAL SERVICE 


The prob. appts. of the undermentioned officers are 
confirmed :— 

Capts. N. J. U. Mather and A. A. Pullar. 

Lts. (now Capts.) F. R. Cawthorn, L. Feinhols, W. B. 
Stiver, J. G. Stonham, F. W. Allinson, F. V. Stonham, 
J. M. Matthew, G. F. Harris, and J. J. Barton. 


DEATHS IN THE SERVICES 


The death occurred on March 3rd at Cheltenham of 
Surg. Major Septimus Jesse Goldsmith, I.M.S. retd., 
at the age of 84. He qualified M.R.C.S. Eng., in 1872, 
and was a St. George’s Hospital man. He joined the 
Bombay medical service in April, 1873, and arrived on 
Nov. Ist, 1873. He served as civil surgeon in North Kanara 
and Gujarat, and as agency surgeon, Bhaghelkhand, in 
September, 1875. He was also tutor to the Maharaja of 
Rewah from October, 1883; and afterwards in medical 
charge of Bhaghelkhand agency and dispensaries. He 
retired in March, 1891. 


G. Park, 
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XLIII.—_PROGNOSIS OF RENAL GROWTHS 


A GREATER variety of new growths is found in the 
kidney than in any other organ of the body, and for 
this reason some form of classification is necessary 
before the question of prognosis can be discussed. 
Since benign growths other than pelvic papillomata 
form less than 7 per cent. of those affecting the kidney 
and are usually found accidentally during an opera- 
tion or at autopsy, they need not be considered here. 

Malignant growths may be subdivided into those 
arising in the substance of the kidney and those 
having their origin in the renal pelvis, the former 
being by far the commoner. Tumours of the kidney 
itself can again be subdivided into two groups: the 
congenital tumour that occurs in infancy or child- 
hood, the renal embryoma, and the tumours that 
occur in adult life, the carcinomata and hyper- 
nephromata. 





RENAL EMBRYOMAS 


These usually occur before the third year of life, 
and have been found in the fetus and new-born 
child. Microscopic examination shows the tumour 
to be composed of small round or oval cells of sarco- 
matous type lying in a loose edematous connective 
tissue. A renal embryoma is highly malignant, 
infiltrating locally and forming metastases. Attention 
is called to its presence not by urinary symptoms, 
but by increasing abdominal distension and ascites, 
or by malaise, constipation, and emaciation. The 
prognosis is essentially unfavourable. If nothing is done 
the tumour develops rapidly, death ensuing within six 
months or a year after the recognition of the disease. 
Results of surgery as a whole are very disappointing. 
The primary operative mortality in a large series 
of cases under different surgeons and collected by 
E. Beer and A. Hyman ranged from 12 per cent. to 
40 per cent. and averaged about 32 per cent. (In 
their own series of 17 nephrectomies for renal embryo- 
mata there was, however, only one operative death.) 
The later mortality of children that survived 
operation was from 80 to 90 per cent., of whom 
more than 80 per cent. succumbed within a year, 
either from local recurrence, metastases, or cachexia. 
Adding the early and late mortality together, it may 
be deduced that a cure may be expected in only 
5 to 7 per cent. of cases. In Beer and Hyman’s 
17 cases there was only one instance of cure, the 
patient being a boy of 9 who when seen ten years 
after nephrectomy was in excellent condition. The 
prognosis is least unfavourable in children under 
2 years of age who have survived the operation as 
long as a year. Radiotherapy has also proved dis- 
appointing, although several cases have been cited 
where the growth has been considerably reduced in 
size by X rays, and algo some in which this reduction 
has been sufficient to allow of what was previously 
regarded as an inoperable growth being brought 
within the range of surgery. 


MALIGNANT TUMOURS IN ADULT LIFE 


Two types of growth arise in the substance of the 
kidney—the hypernephroma and the carcinoma. 
The latter takes its origin in the renal epithelium ; 
the source of the former is still under dispute, some 
considering that it arises from displaced fragments 
of suprarenal gland, and others believing that it 
develops out of renal epithelium. The hypernephro- 
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mata, as is well known, tend to invade early the 
renal veins, a fact that not only militates against 
successful total eradication of the growth by neph- 
rectomy but also leads to early metastases. Unfor- 
tunately metastases may also occur early before the 
veins are obviously infiltrated and whilst the primary 
growth is still small, the common sites being lungs, 
liver, lymph glands, and bones, and rarer ones the 
opposite kidney, pleura, omentum, suprarenal gland, 
and brain. 

The only hope of cure in malignant growths of 
the kidney lies in early and complete removal by 
nephrectomy. Unfortunately cases are frequently 
not diagnosed until comparatively late in the disease. 
Kronlein, Israel, and Lumeau, writing of new growths 
at a time when diagnosis by means of X rays was 
unknown, state that they had operated on patients 
8, 12, and 15 years respectively since the beginning 
of their symptoms, and that the general health of 
these patients had remained unaffected for 4, 8, 
and 10 years. Such a long history is, however, 
exceptional, and E. Garceau found that the average 
duration of the disease from the appearance of the 
first symptoms to the fatal issue in 32 cases was 
34 years. Fortunately the immediate operative 
mortality has to-day fallen to a low figure compared 
with the 65-2 per cent. mortality-rate published 
by Tuffier in 1888. The high death-rate in the 
earlier operator’s hands was chiefly due to septic 
infection. The chief danger at the present moment 
is from hemorrhage associated with the attempt to 
separate an adherent mass or to ligature a wide 
pedicle that may be infiltrated with growth. The 
late results of operation have, however, fallen to a 
less degree, recurrences taking place in 60 per cent. 
of cases, and in over 70 per cent. of these within 
the space of a year. If the patient survives a year 
recurrence is less likely to occur, and it becomes 
comparatively rare after the third and fourth years. 
Hand and Broders, tracing 193 nephrectomies for 
renal growth at the Mayo Clinic between 1901 and 
1923 inclusive, state that 89 died during the first 
two years (23 in hospital), 50 in less than a year, 
and 16 up to two years; 24 cases had survived at 
the time of their report for ten years or more. 


INTRAPELVIC GROWTHS 


Renal growths primarily situated in the pelvis are 
less common, forming only about 8 per cent. of renal 
tumours. These intrapelvic growths may be sub- 
divided further into benign papillomata, papillary 
carcinomata, transitional-celled carcinomata, and 
squamous-celled carcinomata. As an indication of 
the frequency with which these various types of 
growth appear, may be quoted Swift Joly’s analysis 
of 337 cases of growths of the renal pelvis in which 
there were 120 benign papillomata, 138 papillary 
carcinomata, 29 transitional-celled carcinomata, and 
50 squamous-celled carcinomata. Since even benign 
growths of the renal pelvis tend to recur, the treat- 
ment must always be the same—namely, nephrec- 
tomy and preferably nephro-ureterectomy. Removal 
of the ureter as well as the kidney is indicated because 
of the likelihood of secondary growths being implanted 
in the ureter. 

The prognosis of growths of the pelvis naturally 
depends to a great extent on the type of growth 
that has been found, the outlook being favourable 
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in the case of a papilloma and unfavourable in that 
of a carcinoma. It is also based on the absence 
or presence of implantations in the ureter or 
bladder, and on the invasion of perirenal tissues. 
Analysing 26 cases of primary carcinoma of the 
renal pelvis treated by nephrectomy and partial 
ureterectomy, H. Cabot and R. B. Allen state that 
there were two deaths in hospital, and that the 
remaining 24 patients lived for an average of 
23 1/10 months. From these statistics it will be seen 
that the after-results for operations for the more 
malignant types of growth of the pelvis are extremely 
unsatisfactory. 


THE EFFECT OF RADIOTHERAPY 


The fact that the late results of operation for 
malignant growths of both the parenchyma and the 
pelvis of the kidney are unpromising, and that many 
eases reach the operating table at a stage when 
complete removal is impossible, has focused atten- 
tion on other lines of treatment, notably by radium 
or X rays. So far, however, efforts in this direction 
have not been very encouraging. A few cures have 
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been recorded after the use of X ray therapy, 
Albarran and Giordano having published cases that 
were well at the end of six years, and H. Fenwick 
one alive and well at the end of five years. It must 
be borne in mind always that even when methods 
of radiotherapy fail to effect a cure, they may afford 
some relief, notably in diminishing hemorrhage and 
in reducing pain. Whenever the patient is in an 
advanced stage of his illness, deep X ray therapy 
should not be employed, since radiation of the upper 
part of the abdomen generally produces severe con- 
stitutional disturbances. Deep X ray therapy may 
also be used as a supplementary measure following 
operation. This would seem to be a rational pre- 
caution, since local recurrence in the scar is extremely 
common. Although I use post-operative X rays as 
a prophylactic measure in my own cases, I have not 
done so sufficiently long to pronounce on its value 
in guarding the patient against local recurrence. 


KENNETH WALKER, F.R.C.S., 
Surgeon to the Genito-Urinary Department, 
oyal Northern Hospital; Surgeon to 
St. Paul’s Hospital. 
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THE UNIVERSITY OF DURHAM 
THE COMMISSION’S REPORT 


A Royat Commission, having as its reference to 
inquire into the organisation and work of the Univer- 
sity of Durham, was appointed in March, 1934, and 
issued its report last week after a year of steady 
work. The Commissioners were: Lord Moyne (Chair- 
man), the Countess Grey, Sir Wilberforce Barker, 
Major A. G. Church, Prof. H. R. Dean (Master of 
Trinity Hall, Cambridge), Canon F. H. Dudden 
(Master of Pembroke College, Oxford), Mr. T. F. 
Sibly, D.Se. (Vice-Chancellor of the University of 
Reading), and Mr. Will Spens (Master of Corpus 
Christi College, Cambridge). The report, which is 
unanimous, is prefaced by an introduction describing 
the structure of the University and its two component 
parts, the Durham Division having the theological 
and educational faculties and the Newcastle Division 
having the engineering and medical faculties. The 
historical matter is developed later, in the second 
of two appendices, where the part relating to the 
developments of the Newcastle-upon-Tyne School 
of Medicine is acknowledged to be derived from a 
history of the school written by Prof. G. Grey Turner. 


The subject matter is divided in six chapters 
as follows: chapter 1 states the major defects in 
the constitution of the University and its Colleges ; 
chapter 2 deals with the Durham Division of the 
University ; chapter 3 with the Newcastle Division ; 
chapter 4 with the University as a whole; and 
chapter 5 with certain details of government, and 
especially of finance; while chapter 6 summarises 
the recommendations with which each of the chapters 
closes. 


CONSTITUTION OF THE UNIVERSITY AND COLLEGES 


Chapter 1 commences with the following recital 
of the major changes found necessary at the outset 
(Par. 21) :— 


(a) The University has insufficient control over its 
constituent parts. 
(6) The University does not play any part in the appoint- 
ent of its professors. 
~m 


(c) The University possesses only limited discretion in 
prescribing conditions qualifying for matriculation and for 
proceeding to degrees. 

(ad) The constitution and organisation of the Durham 
Division is not such as to enable that part of the University 
to take full advantage of its opportunities. 

(e) The governing instruments of the two colleges in the 
Newcastle Division are not suitable for university 
institutions. 


This recital is followed (Pars. 22, 23) by demon- 
strating the comparative insignificance of the Univer- 
sity as distinct from its component units, so that the 
assistance, financial and otherwise, necessary for its 
development are wanting; one Statute of the 
University, for example, states that the Senate of the 
University shall be the supreme governing and 
executive body, while others show that Convocation 
and the component units have power to veto the 
decisions of the Senate on important matters. The 
Commissioners disapprove of an arrangement by 
which ostensibly subordinate bodies can render the 
Senate powerless, and they give a humorous illus- 
tration of the situation (Par. 24) :— 


We can put this matter simply, though no doubt 
extremely, by saying that so far as constitutional rights are 
concerned the Senate of the University of Durham under 
the present constitution could not prevent the Durham 
Division from launching a scheme for teaching Engineering 
nor the Newcastle Division from establishing a school of 
Theology. And it is not only that the Senate lacks the 
statutory rights to determine the development of a unit, 
it has no funds substantial enough to enable it to encourage 
suitable, or to discourage unsuitable, proposals. 


Of the existing arrangements for the appointment of 
professors the Commissioners say that although the 
Senate has control, though not unfettered, of the courses 
of study for degrees, of the appointment of examiners, 
and of other matters relating to common academic 
life, the three units of the University are financially 
independent; they can appoint professors who 
automatically become professors in the University— 
a situation for which no precedent can be found in the 
constitution of the two other federal universities, 
those of London and Wales. It is recommended 
that if the University of Durham is “to become 
more than an uneasy federation of units, a reak 
university professoriate must be established.” 
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The constitution of the two Divisions is then 
reviewed, more detailed analysis being furnished in 
other parts of the report. Here while full recoguni- 
tion is given to the character and work of the Durham 
Division, certain recommendations are made for 
modifying the government of the Colleges dependent 
on the suggested improvements in the make-up of 
the Council and Academic Board. 

Of the Newcastle Division it is pointed out that 
while the Durham Colleges derive their government 
from the Statutes of the University, the College of 
Medicine and the Armstrong College are limited 
liability companies and regulated under Articles 
of Association by a body of governors and a council. 
With regard to the College of Medicine they say 
(Par. 30) :— 


We need refer to two matters only in connexion with 
the College of Medicine. Article 25 states that the ‘‘ Court 
(of Governors) shall be the governing body of the College,” 
and Article 47 states that the ‘Council shall be the 
executive body of the College.” But Article 51 says 
“‘ The Council shall have power to consider and, if it think 
fit, suspend and refer back to the Court any order or 
recommendation passed by the Court.’’ No matter whether 
Article 51 has ever been invoked, such a provision is highly 
undesirable. To call the Court the governing body and to 
give the Council power to refer back any of its reecommenda- 
tions involves a direct contradiction of which no clear 
solution is provided. The second matter is equally 
unsatisfactory. The Court of Governors and the Academic 
Board appoint members of the Council of the College, but 
as there is no regulation prescribing the term of office 
of these representatives it has been ruled that once 
appointed they hold office for life or until resignation. 
This is an undesirable state of affairs, for it means that 
whatever change there might be, for instance, in the 
attitude of the Academic Board, possibly to some matter 
of great importance to the educational welfare of the 
institution, the Board might be quite unable td get its 
views expressed on the executive Council of the College. 


The main recommendations, concerning the Univer- 
sity as a whole, are resumed in chapter 5, and are 
set out in summary at the end of this abstract, as 
far as they concern the faculty of medicine. 


THE DURHAM DIVISION 


It is shown in chapter 2 that the Division is 
for a constituent unit of a university unusual in the 
variety and complexity of its organisation. The 
discussion mainly concerns the distinguished theolo- 
gical faculty, but the Division has become an impor- 
tant centre for the training of teachers, in connexion 
with which it is made clear that a science depart- 
ment is needed but the training relates directly to 
the needs of teachers. The recommendations have 
no relation to the faculty of medicine. 


THE NEWCASTLE DIVISION 

In the section dealing with the University as a 
whole, the Commissioners had said in chapter 1, 
with regard to the controversies in the Newcastle 
Division (Par. 32) : 


We do not propose to express any opinion on the 
controversy which arose in 1931 out of a resolution of the 
Council of the College of Medicine to dispense with the 
services of one of the Professors in the College. That 
controversy gave rise to litigation and sharp differences 
of opinion in the Council of the College, in the Court of 
Governors and among the staff. It reacted on the relations 
between the College of Medicine and Armstrong College 
and gave rise to strong criticism in the City of Newcastle 
and the City Council, and occasioned considerable disquiet 
in university circles throughout the country. For our 
present purpose the matter is of importance because 
it brought into prominence serious defects in the con- 
stitution of the University and its units, which up to that 
time had remained comparatively latent. The Senate 
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were not consulted in the matter, and the Court of 
Governors of the College of Medicine do not appear to 
have been informed officially of a decision which ultimately 
resulted in so much controversy. Whatever may be the 
merits of the dispute, it is abundantly clear that the 
provisions both of the Articles of Association of the College 
and of the Statutes of the University are radically unsound 
in many respects, and more particularly in their failure to 
confer on the University any control over the fate of one 
of its own Professors. 


Chapter 3 is the one in which the faculty of medicine 
is most deeply interested, for it contains the argu- 
ments for a drastic recommendation that the two 
units of the Newcastle Division, the College of 
Medicine and the Armstrong College, should be 
amalgamated. Each unit is related to the University 
in the same way—that is, each has full power and 
authority to regulate its constitution and govern- 
ment in conformity with its Memoranda of Associa- 
tion, and to alter and amend the Articles of Associa- 
tion from time to time. The two bodies are related 
to one another in various ways, and it is significant, 
in view of the important recommendation to be made, 
that a Statute of the University provides that :— 


Nothing in the Statutes shall prevent the College of 
Medicine and the Armstrong College uniting at any time 
to form a single institution. . . They are [Par. 60] or were 
related in other ways. When the teaching of medical 
students in the fundamental sciences was undertaken by 
Armstrong College, teachers from that institution were 
members of the Academic Board of the College of Medicine ; 
and, of course, teachers from both institutions are members 
of both the Faculty of Science and the Faculty of Medicine. 
The libraries of the College of Medicine and of the Royal 
Victoria Infirmary have been amalgamated with the library 
of Armstrong College and are housed in that College, and 
a single Students’ Union serves the interests of both 
colleges. Moreover, the Department of Bacteriology 
including the Public Health Laboratory is housed in a 
block of buildings which is in the grounds of and is rented 
from Armstrong College. The colleges are nevertheless 
two independent units of the University each with its 
own government, teachers, and students. 


With further reference to the recent controversy 
the report says of the teaching arrangements between 
the College of Medicine and Armstrong College 
(Pars. 64, 65, 66) :-— 


For forty years or more before 1932 there had been an 
arrangement between the College of Medicine and Arm- 
strong College whereby the teaching of the students of 
the College of Medicine in the fundamental sciences of 
chemistry, physics, and biology was undertaken by 
Armstrong College. In September, 1931, the College of 
Medicine gave provisional notice to terminate this arrange- 
ment in anticipation of certain recommendations expected 
from the General Medical Council, and in the following May 
the College of Medicine decided :— 

“That in future (1) Students desiring instruction 
in the University preparatory to sitting for the Pre- 
Registration Examination be not entered as medical 
students at this College, but be referred directly to 
the Armstrong College or Durham Colleges as their 
local circumstances may indicate. 

(2) That the teaching in Biology and Bio-Chemistry 
be specially related to the needs of the medical student 
and be undertaken by whole time teachers of this 


College in the departments of Anatomy and 
Physiolegy.” 
It will be seen that the action taken by the 


College of Medicine was based on some anticipation of 
recommendations to be made by the General Medical 
Council. There seems to have been some misunderstanding 
as to the intention of that Council. Their recommendations 
were not in fact published till 1933 and we are assured by 
Prof. J. B. Leathes, Chairman of the Education Committee 
of the General Medical Council, and Prof. J. 8. B. Stopford, 
Chairman of the Examination Committee, that in their 
view the recommendations did not involve any such 
change as the College of Medicine effected. 
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We have given prolonged consideration to this question 
and have received valuable advice on the subject. We are 
satisfied that the decision of the Council was unfortunate 
for three reasons. First, the College was at that time 
involved in the serious controversy to which we have 
already alluded, and that controversy had caused sharp 
division of opinion, both in the College and outside. It 
seems to us that it was unwise at this stage to take a 
step which was bound to provoke much criticism and even 
hostility. Some 30 teachers in the College of Medicine 
described it as a “‘ calamity’ and Dr. James Rutherford 
Morison (Emeritus Professor of Surgery in the University) 
thought that it was “‘the worst fault committed by the 
present administration.” It is essential to the well-being 
of any educational institution not only that it should be 
well administered but that its administration should 
command the confidence of its staff and of the public. 
The action taken created in many quarters a want of 
confidence which was damaging to the College. Secondly, 
we are satisfied that the change did not-benefit the studies 
of the fundamental sciences by the students of the College. 
We are aware that an arrangement whereby the students 
went to another College for part of their education involved 
some inconvenience and that it was not always easy to 
arrange a time-table which was equally convenient to both 
Colleges, but such difficulties as existed had existed for 
about forty years and had not become more urgent. On 
the other hand, the College of Medicine was admittedly 
overcrowded and had great difficulty in carrying on its 
work in its restricted premises. These conditions hampered 
the College in many directions, particularly the prosecution 
of research, and it was impossible to provide teaching 
facilities comparable in any way with those available at 
Armstrong College. 


These passages in the report are followed by a 
discussion (Par. 67) of the two schools of thought 
with regard to the place and treatment of chemistry 
and biology regarded as part of the medical curri- 
culum proper, one school considering that the medical 
student should concentrate on those aspects which 
are of direct aid in his future studies, the other 
school holding that even though it be desirable to 
relate the teaching of chemistry and biology to 
medical problems, the divorce of this specialised 
teaching from the university departments must be 
avoided at any price. The Commissioners agree 
unhesitatingly with the latter view, finding it an 
advantage for the medical student to pursue some of 
his medical studies in a department not wholly 
concerned with the professional training of doctors. 

The amalgamation of the two Colleges in the 
Neweastle Division is recommended in the following 
section, a policy which, it is shown, has been for 
some time contemplated. But the proposals for union, 
the report says, had never advanced far, as until the 
recent action of the College of Medicine the codpera- 
tion between the units had been sufficiently close to 
mitigate the disadvantages of separation. The 
Commissioners had obtained evidence on this matter 
from practically every witness, and quote that 
received from the Vice-Chancellor, from the Principal 
of Armstrong College, and from the College of Medi- 
cine. Outside the College of Medicine, they say, 
they have not heard any opinion in Newcastle 
unfavourable to an amalgamation between the two 
units of the Newcastle Division. They express 
sympathy with the reluctance of the College to 
sacrifice its independent existence, but conclude 
(Pars. 75, 76) that amalgamation is highly desirable 
in the interests of the University and of medical 
education. They suggest that the amalgamated bodies 
should be styled provisionally ‘‘ University College,” 
Newcastle, and that a Dean of Medicine should be 
appointed as chairman of the faculty of medicine. 

They recommend the appointment of a Council to 
govern the College, to control its finance, review its 





work, and to appoint a Principal after consultation 
with the Academic Board, but the first Principal is 
to be appointed by the Crown. 

They recommend the appointment of an Academic 
Board to advise the Council on all academic matters, 
to regulate the admission of students, and to appoint 
representatives on the Council. And they recom- 
mend that a Medical Studies Committee of the 
Board should be instituted to advise the Board on 
the organisation of medical education. The per- 
sonnel of the Council and Academic Board are set 
out in the summary of recommendations. 


SUMMARY OF RECOMMENDATIONS 


The recommendations below are extracted from 
the summary given at the close of the report, and 
are numbered in accordance with that summary. 


1. The Bishop of Durham for the time being shall be the 
Visitor of the University. 

2. The Chancellor shall be appointed by Convocation on 
the nomination of the Court and Senate in joint session. 

3. There shall be two Divisions in the University : the 
Durham Division consisting of the Durham Colleges 
and the Newcastle Division consisting of University 
College, Newcastle (or whatever other name be adopted), 
which shall be constituted by the amalgamation of the 
College of Medicine and Armstrong College. There shall 
be a permanent full time Head of each Division, namely, 
the Warden (if that title be adopted) of the Durham 
Colleges, Head of the Durham Division, and the Principal 
of University College, Newcastle, Head of the Newcastle 
Division. The Head of the Durham Division and the Head 
of the Newcastle Division shall in the first instance be 
appointed by the Crown and thereafter by the Council of 
the Durham Colleges and the Council of University College, 
Newcastle, respectively, subject to the condition that any 
vacancy arising within five years of a first appointment 
shall also be filled by appointment by the Crown. 

4. The Head of the Durham Division and the Head of 
the Newcastle Division shall be Vice-Chancellor alternately 
for periods of two years and the Head of the Division who 
is not for the time being Vice-Chancellor shall be Pro- 
Vice-Chancellor. The first Vice-Chancellor shall be the 
Head of the Durham Division. 

5. The University shall be governed by a Court and a 
Senate. The Court shall be responsible for the property 
and finance of the University and the Senate, subject to 
the powers of the Court where finance is involved, shall be 
responsible for academic matters. 


Both on the Court and Senate the faculty of 
medicine is represented, the Dean of Medicine being 
a member of both bodies. 


11. The College of Medicine and Armstrong College shall 
be amalgamated to form University College, Newcastle. 
The College shall be governed by a Council and an Academic 
Board. 

12. The Council shall appoint a Dean of Medicine who 
shall be ex-officio a member of the Court and Senate of the 
University and of the Council and Academic Board of the 
College. He shall also be Chairman of the Board of the 
Faculty of Medicine and of the Medical Studies Committee 
of the Academic Board of the College. The Dean of Medicine 
shall be entrusted with special responsibility, under the 
Council and the Principal of the College, for guiding the 
organisation and development of medical education in 
the Division and for maintaining close relations between 
the College and the associated hospitals. 

13. The Council of the College shall in the first instance 
consist of : the Principal of the College; The Dean of 
Medicine. Six members appointed by the Council of the 
College of Medicine not necessarily from their own number, 
none of them being full-time teachers in that College and 
not more than two being -time teachers. Twelve 
members appointed by the Council of Armstrong College 
not necessarily from their own number, none of them 
being teachers in that College. Six members appointed 
by the Academic Board of the College. Four members 
appointed by the Newcastle City Council. Two members 
appointed by or on behalf of the Governing Body of the 
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Royal Victoria Infirmary. Two members appointed by 
or on behalf of other hospitals associated with the College, 
if the Statutory Commissioners so determine. Two 
members who may be codpted at the discretion of the 
remainder. 

15. The Academic Board of the College shall consist of : 
The Principal of the College (Chairman). The Dean of 
Medicine. The Professors and Readers of the University 
in the College. The holders of such other academic posts 
as the Council may from time to time determine after 
receiving a report from the Board. Six members appointed 
by the remainder of the teaching staff of the College 
subject to the condition that each of them shall have held 
a teaching post in the College for not less than three years. 

19. The Senate shall appoint the Professors and Readers 
of the University, after considering a report in each case 
from an ad hoe Advisory Board consisting of the Vice- 
Chancellor as Chairman, three members appointed by the 
Senate and three by the Council of the Division concerned, 
in accordance with the arrangements set out in paragraph 
130 of this Report. Other teachers shall be appointed by 
the Council of the Division concerned. 

20. The Senate shall be empowered to remove a Professor 
or Reader, subject to the following conditions: (a) that the 
decision is reached by a two-thirds majority at a mecting 
of the Senate, the two-thirds constituting at least one-half 
of the total membership of the Senate ; (b) that the Senate 
appoint in each case an ad hoc committee to investigate 
and report to them before they take a decision; (c) that 
the Court approve the decision. 

23. Membership of Convocation shall be open to those 
who have been admitted to a Bachelor’s Degree in the 
University. Convocation shall appoint the Chancellor 
on the nomination of the Court and Senate in joint session, 
and shall have the right to make representations to the 
Court or the Senate on University Statutes, Regulations. 
and Ordinances. 


The report, which is signed by all the Commis- 
sioners, closes by recording their high appreciation 
of the services rendered by Mr. S. H. Wood as secre- 
tary to the Commission. 





MEDICINE AND THE LAW 


Petition against a Coroner 


THe Home Office last month gave no encourage- 
ment to a petition from representatives of herbalists 
and ‘‘ natural healers’? who claimed that Sir Samuel 
Brighouse, coroner for South-West Lancashire, had 
been guilty of an abuse of his powers. The Home 
Secretary replied that the matter was not one in 
which he was able to take any action; “a coroner 
is an independent judicial officer, and you are mistaken 
in thinking that the manner in which his duties are 
discharged is subject to any supervision by the 
Secretary of State.” The petition, it would seem, 
should have been addressed to the Lord Chancellor, 
who, under Section 8 of the 1887 Act, has a dis- 
cretionary power to remove a coroner for inability 
or misbehaviour in the discharge of his duty. The 
petitioners can move before the Lord Chancellor 
for a rule nisi calling on the coroner to show cause 
why he should not be removed from his office, but 
the grounds on which such applications have in the 
past been made with success are hardly those on which 
the recent petition relied. 

The petitioners’ complaint is that Sir Samuel 
Brighouse has held inquests upon the death of 
persons who have been treated by herbalists or other 
unregistered practitioners of medicine “‘ or have not 
elected to obtain any medical aid in their final illness, 
as in the case of Christian Scientists and members 





‘These arrangements provide for the appointment by the 
Senate of experts not officially connected with the University 
or any of its Colleges. 
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of other religious bodies who believe in scriptural 
methods of dealing with disease.” The petition 
alleges that, in one case which is named, no public 
interest whatever has been served by the holding 
of the inquest or by the post-mortem examination ; 
it is said that from the outset it was apparent that 
death was due to common illness and that a registered 
doctor expressed this opinion, thus justifying the 
coroner in authorising the registrar to register the 
death without an inquest. The petitioners infer that 
the coroner required post-mortem investigation in 
order to ascertain what kind of common illness caused 
the death: this was the alleged abuse of powers of 
which the petitioners complained. 

The coroner’s duty is to take action where there 
is reasonable cause to suspect that a dead person 
“has died either a violent or an unnatural death, or 
has died a sudden death of which the cause is 
unknown....” It is of course indubitably true that 
he has no absolute right to hold inquests in every 
case where he chooses to do so, but he has a wide 
discretion as an ‘independent judicial officer.” 
Most coroners, for example, regard deaths under 
anesthetics as coming within the words “ unnatural 
death,” and many coroners hold inquests upon all 
such deaths. The words “death from natural 
causes,’ often used in inquest verdicts, cover a great 
variety of circumstances. If a man or woman, from 
genuine religious conviction, were to refuse all food 
and drink till death resulted from starvation, the 
death might not be unnatural yet it might well 
justify inquiry. The law, rightly or wrongly, requires 
certain qualifications from those from whom it will 
accept a certificate of the cause of death. In the 
absence of a valid and self-explanatory certificate, 
the only safeguard against the risk of foul play or 
negligence is an inquiry by the coroner. It would 
perhaps not be extravagant to suggest that the real 
grievance of the petitioners is that, being unregistered 
practitioners, they cannot legally give valid certificates 
of this kind. It happens to have fallen to Sir Samuel 
Brighouse to point out this fact on many occasions. 


House of Lords Judgment against Nursing- 
home 

The House of Lords last week restored the award 
of damages to Mr. and Mrs. Powell for negligence on 
the part of the Streatham Manor Nursing Home, 
reversing the decision of the Court of Appeal. Mrs. 
Powell, who underwent the operation of hysterectomy 
at the nursing-home in 1930, had claimed damages 
on the ground that a nurse at the home had so 
negligently used a catheter as to perforate the bladder. 
The nursing-home denied negligence on the part of 
its staff and said that the injury, if any had been 
must have been done by the surgeon in 
performing the operation. At the trial in 1933 
Mr. Justice Horridge awarded £2500 to Mrs. Powell 
and £977 to her husband. He accepted the evidence 
of the medical witnesses on the point that the puncture 
did not occur during the operation ; and he accepted 
the evidence of Mrs. Powell on the point that the 
puncture occurred when the nurses gave treatment. 
When the matter came before the Court of Appeal 
subsequently (see THe LANCET, 1933, ii., 1284) the 
Master of the Rolls fastened upon a third point 
which had previously escaped emphasis. Mrs. Powell 
had originally claimed damages for a hernia which 
she alleged had been produced when one of the nurses 
let her fall during her illness. During the trial her 
counsel gave up this point because he thought there 
was not sufficient proof that the fall caused the hernia ; 
in giving up the point, he expressly said that he did 
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so without admitting that the abandonment of this 
part of the claim made any difference to the rest of 
Mrs. Powell’s case. Mr. Justice Horridge agreed 
with him. In the Court of Appeal, however, the 
Master of the Rolls was inclined to assume that 
Mr. Justice Horridge had disbelieved Mrs. Powell’s 
story about the hernia and to consider that her 
other evidence might on this account be suspected. 
Many years ago Lord Justice James observed that 
the Court of Appeal will not, on a question of fact, 
over-rule the trial judge who has had the advantage 
of seeing the witnesses and observing their demeanour, 
unless there emerges “‘some governing fact which, 
in relation to other facts, has created a wrong impres- 
sion.”” The Master of the Rolls took the incident 
of the hernia to be a “ governing fact,”’ and considered 
that it entitled him to over-rule the findings of Mr. 
Justice Horridge. The House of Lords has now 
declared that the Court of Appeal had no business 
to over-rule, on a question of fact, the judge who 
saw and heard the witnesses at the trial, unless the 
trial judge was so plainly wrong that his decision 
ought to have been the other way. The Lord 
Chancellor said that the present case was the best 
possible illustration of the advantages which the 
trial judge possessed over the Court of Appeal in 
extracting the truth from the evidence. ‘ There 
were contradictions on questions of fact between 
professional witnesses of high experience and standing ; 
there were contradictions of expert evidence between 
similar witnesses who were not called as to fact but 
as to their opinion. In circumstances like these the 
Court of Appeal would be slow to upset the judgment 
arrived at by the judge who both saw and heard the 
persons who gave evidence.” It was impossible to 
say the trial judge was wrong in the conclusions he 
formed in favour of the plaintiffs; the appeal was 
therefore allowed and the judgment for Mr. and Mrs. 
Powell was restored. 

Legally, the result is of special interest because, 
by an Act of Parliament passed last year, the right of 
appeal from the Court of Appeal to the House of 
Lords is now restricted in all ordinary cases. Had 
the Court of Appeal been the final appellate tribunal, 
Mr. and Mrs. Powell would have been the victims 
of judicial error—a species of professional titubation 
for which no claim of damages will lie. 


SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 








THE PHYSIOLOGY OF SLEEP 

AT a meeting of the Edinburgh Pathological Club 
last week Dr. B. B. Dikshit, of the pharmacology 
department of the university, gave an account of his 
important studies on the physiology of sleep. In a 
preliminary review of the subject he referred especially 
to the work of W. R. Hess, of Zurich, which provides 
strong evidence that sleep is a parasympathetic 
phenomenon.' This view is further supported, he 
said, by the fact that ephedrine, a sympathomimetic 
drug, acts beneficially in narcolepsy and also by 
the fact that attacks of asthma, which is more liable 
to occur when parasympathetic tone is increased, 
often begin during sleep. Recent investigations 
by Dale and others have definitely established the 
relation between the parasympathetic and acetyl- 
choline, and this suggested that acetylcholine may 
be responsible for the induction of sleep. Dr. 
Dikshit’s own experiments agree with this suggestion. 


* Prof. Hess has summarised his observations in lectures 
published in THe LANcET (1932, ii., 1199 and 1259). 
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His earlier observations, described in the Journal 
of Physiology last year, were concerned with the 
action of acetylcholine on the brain and showed that 
its effect on the hypothalamic centres are in some 
respects very similar to sleep. In sleep the respira- 
tion is depressed, the blood pressure is lowered, and 
the voluntary muscular movements are diminished ; 
and a similar condition has been produced by injecting 
small quantities of acetylcholine (1-0-5 y) into the 
ventricles of the brain of cats. Intraventricular 
injections of acetylcholine sometimes produce 
irregularities of the heart in experimental animals, 
and Dr. Dikshit pointed out that in persons who have 
an extrasystolic irregularity of the heart, the extra- 
systoles are liable to incréase immediately before 
retiring to bed. There is thus a close similarity 
between some of the physiological effects of sleep and 
the pharmacological action of acetylcholine on the 
hypothalamic centres. 

Dr. Dikshit has demonstrated the presence of 
acetylcholine in the brain and has shown that it is 
present in higher concentrations in the basal ganglia. 
He has also obtained direct evidence of the action 
of acetylcholine on the sleep-regulating centre by 
injecting small quantities of the drug (0-5 y) into the 
hypothalamic region of cats without anzsthesia. 
Such injections produced a condition closely resem- 
bling sleep. He ended his address by saying that in 
coéperation with Mr. E. Stedman, Ph.D., he is 
elaborating a method by which it may be possible 
to estimate clinically the acetylcholine concentration 
in the human brain. 


TREATMENT OF MENTAL DISEASES 

The various hospitals, nursing-homes, and clinics 
which are under the control of the Royal Edinburgh 
Hospital for Mental and Nervous Diseases are develop- 
ing along modern lines under the direction of Prof. 
D. K. Henderson. The annual report for the past 
year shows that all these departments have been 
taxed to capacity. The Jordanburn Nerve Hospital, 
which is one of the latest additions to the organisa- 
tion, admitted 216 cases during the year, and treated 
218 new patients at the out-patient clinic. Arrange- 
ments have been made in codéperation with the 
Royal Infirmary, by which the teaching of psychiatry 
will be improved. Prof. Henderson’s out-patient 
clinic at the Royal Infirmary is much appreciated 
by students. 

In the annual report of the Glasgow Royal Mental 
Hospital, Dr. Angus MacNiven the physician- 
superintendent emphasises strongly the need for 
providing a clinic and hospital for the treatment 
of minor types of mental illness, similar to the clinic 
at Jordanburn Hospital in Edinburgh. 


SYNTHETIC STONE 
By the narrow margin of four votes, the Edinburgh 
town council decided last week to sustain the dean 
of Guild Court’s decision not to permit the Royal 
Infirmary of Edinburgh to use synthetic stone in 
building the south elevation of its maternity hospital. 


MATERNAL MORBIDITY 

The staff of the Elsie Inglis Memorial Hospital, 
Edinburgh, have been remarkably successful in 
reducing the incidence of maternal morbidity following 
childbirth. Since 1925 the total morbidity, which 
includes fatal cases and patients who became febrile 
after delivery, has been reduced from 9-2 per cent- 
to 2:9 per cent. During 1933 and 1934 there were 
3042 deliveries and only 10 deaths. The precautions 
taken to avoid infection are based on the research 
work of the late Dr. J. P. Kinloch in Aberdeen. 
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IRELAND 


(FROM OUR OWN CORRESPONDENT) 


LEGISLATION ON MILK 


A SECOND reading was given to the Milk and 
Dairies Bill, 1934, last week in the D4il. The Bill 
takes the place of the Milk Bill, 1934, which, after 
getting a second reading, was withdrawn last December 
in order to make provision for the licensing or 
registering of dairies. The Bill contains an entirely 
new Part dealing with registration, and another dealing 
with regulations in relation to dairies and milk 
and inspection of animals. The clauses in the 
earlier Bill dealing with sickness among dairy workers 
and sickness among cows have been made more 
stringent, and the clauses dealing with sampling of 
milk have been improved. The Bill, however, 
was criticised in debate on account of deficiencies 
which are still noted, notwithstanding that attention 
was drawn to them in previous debates. The most 
important omission is any provision giving power to 
a local authority to inspect or investigate at its 
source milk’ which has been brought into its area 
from a distance. The Bill only provides that the local 
authority may invoke the aid of the local authority 
from whose area the milk has come. The new 
provisions regarding registration are unsatisfactory 
in that no duty is put on the local authority to 
inspect the premises registered either before or after 
registration. It is true that the licensing authority 
can refuse to register a dairyman or his premises 
or can cancel a registration already made if it is 
satisfied that the dairyman is not a fit and proper 
person to carry on the business of a dairyman or that 
the premises are unsuitable, but there is no onus 
on the local authority to take steps to discover such 
facts. Without an active interest on the part of the 
local authority and its officers there is danger that the 
system of registration may be purely formal. 





PARIS 


(FROM OUR OWN CORRESPONDENT) 





THE LEGEND OF THE LOW FRENCH BIRTH-RATE 


MiILpLy shocked and a little envious, the rest of 
the world has long looked on France as the leading 
exponent of the doctrines of Malthus. In reality, 
however, the French have been and still are 
conscientious followers of the injunction to multiply 
and replenish the earth. The trouble is that a 
comparatively high birth-rate is largely nullified 
by many deaths in childhood and early adult life. 
This is the lesson driven home by Dr. Alexandre 
Roubakine in a communication ' to the Academy of 
Medicine. He points out that in 1933 the French 
birth-rate was 16-3 per 1000 inhabitants, whereas 
the corresponding figures for Sweden and Germany 
in the same year were between 14 and 15. Since 
1905 the German birth-rate has declined by 54 per 
cent., the Swedish by 42 per cent., the Danish by 
40 per cent., the Swiss by 38 per cent., the Dutch 
by 30 per cent., the Italian by 28 per cent., and the 
French by only 19 per cent. Yet the excess of births 
over deaths is much smaller in France than in most 
other European countries. With populations of 


41 and 42 millions respectively, France and Italy 


*Bull. de Acad. de Méd., Jan. 29th, 1935, p. 143. 
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show a glaring contrast in this respect, for in 1933 
the excess of births over deaths was only 21,000 for 
the former, whereas it was 419,000 for the latter. 
A partial explanation of this state of affairs is to be 
found in the fact that in 1933 the French death- 
rate was 15-8, whereas the corresponding figure for 
Italy was 14. In the same year the German death- 
rate was only 11-2—a figure which goes far to explain 
the comparatively high German figure of 226,000 
which represents that country’s excess of births over 
deaths in 1933. The death-rate of France is, indeed, 
so high that in Europe the only countries which 
outstrip it are Spain, Portugal, and Rumania— 
poverty-stricken countries with a high proportion 
of illiterates. 

Turning to the most likely causes of the high 
mortality, Dr. Roubakine, who was formerly attached 
to the Health Section of the League of Nations, 
is inclined to find them in faulty social conditions 
rather than in the inadequacy of medical services ; 
and he suggests that legislative and social reforms 
could do more than the multiplication of doctors and 
hospitals. To emphasise this argument, he remarks 
that the death-rate from all causes and from tuber- 
culosis alone is highest in those French areas in 
which the organisation of public health is at its best 
and of longest standing. The ineffectiveness of 
public health measures unsupported by healthy 
social conditions is also shown by the observation 
that, during the past fifteen years the campaign 
against tuberculosis and venereal disease has failed 
to check their increase. In the van of the most 
fatal diseases are those of the cardiovascular system, 
and the most modest estimates of the incidence of 
syphilis in France range from 8 to 10 per cent. 
(Fournier’s figure was 30). Roubakine’s antidote 
for syphilis is social reform, with the suppression of 
prostitution and the factors favouring it. As for the 
tuberculosis mortality, which is higher in France 
than in any other European country except Finland, 
the remedy is, again, social reform. Lastly, there is 
alcoholism, on which Roubakine says that “ France 
remains the most alcoholised country in the world.” 
All these evils are attached to vested interests, and 
he believes that the present clamour for raising the 
French birth-rate is nothing more than a demagogic, 
antiscientific camouflage whose object is to hide 
the truth about the causes of an excessive mortality. 





THE WORKER’S HEALTH 


WITH a comparatively short list of subscribers and a 
substantial deficit on last year’s working,the Industrial 
Health Education Society continues its fine career 
of public service. ‘‘ A worker without health is like 
a bird with a broken wing,” and the society’s aim is 
to prevent that wing being broken. The method 
principally employed is to arrange for doctors to 
give health talks to industrial audiences—talks 
designed to interest the workers of a rticular 
industry, and therefore largely concerned with special 
subjects. During the past year no less than 388 such 
lectures have been given by medical men and women, 
and by dentists,in industries ranging frem paint to 
textiles, from glass to wool. Only a thrifty organisa- 
tion with generous helpers could have spent its small 
resources to such advantage, and we hope the society 
may soon have the greater support that will allow it 
to increase the scope of its activities even more 
rapidly than heretofore. The hon. president is 
Lord Horder, the chairman Lord Luke, the hon. 
secretary Dr. G, Clark Trotter, and the general 
secretary Mr. James Mackenzie; communications 
should be addressed to Tavistock House North, 
Tavistock-square, London, W.C. 1. 
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CORRESPON DENCE 


QUININE AS A PROPHYLACTIC IN MALARIA 
To the Editor of Tue LANCET 


Sir,—The employment of the malaria parasites 
in the treatment of general paralysis of the insane 
has in recent years revealed a number of important 
facts about malaria in man. One of these is that 
the sporozoites introduced by mosquito are insensi- 
tive to quinine, and that a patient while on a daily 
course of quinine can be infected by the bite of an 
infected mosquito. As a logical consequence of 
this observation quinine has become discredited as a 
prophylactic against malaria in tropical countries. 

In spite of the clear-cut evidence supplied by 
malaria therapy in Europe, there persists, in tropical 
Africa at any rate, a widespread and deeply rooted 
conviction that the last word has not yet been spoken 
on quinine prophylaxis. Many an old resident in 
the African tropics, layman as well as medical man, 
can draw in most convincing manner on personal 
experience of the health of Europeans with and 
without the use of prophylactic quinine. As often 
as not the comparison favours definitely the old 
régime. True, conditions 20 years ago may have 
differed in certain respects from those obtaining 
to-day. Nevertheless, when all reasonable allowance 
has been made for the difference between the routine 
of life then and now, and for possible individual idio- 
syncrasies—for everything, in fact, that can be 
invoked as even remotely likely to influence the 
exposure of Europeans to infection—the impression 
remains that without prophylactic quinine men go 
down with malaria more often than they used to do 
under the old rite of five grains a day. This belief 
is admirably expressed in the Standing Orders for 
the Uganda Protectorate, para 215 of which reads 
as follows :— 

‘* The proper prophylactic use of quinine [in the opinion 
of the Medical and Sanitary Advisory Committee for 
Tropical Africa| is a valuable measure in the prevention 
of malaria, and in the present state of our knowledge it 
is highly undesirable that it should be discontinued.” 

“It should not be the only prophylactic measure ; 
it is merely a valuable auxiliary to the much more 
important measures of mosquito destruction and 
mechanical prophylaxis—i.e., the screening of houses, 
use of nets, employment of fans, &c.”’ 


A valuable criterion of the success of any method 
of control of malaria among Europeans in tropical 
Africa is the incidence of blackwater fever. Black- 
water is nowadays almost universally considered to 
be a sequela to ill-treated or untreated malaria, and 
the old system of grs. 5 per day prophylactic quinine 
has been blamed for a good deal of blackwater fever 
of the yearly sick returns. But does this accusation 
hold? Are there no records which will show whether 
the general abandonment of the five-grain system 
following the revelations of recent malaria research 
is reflected in an improvement in the incidence of 
blackwater fever ? 

It is a significant fact that many experienced 
medical practitioners in the tropics, meu of all ages 
and attainment, scientists as well as empiricists, 
hold that the old system of prophylactic dosage kept 
down the malaria off-duty roll. Such unanimity 
eannot lightly be brushed aside as prejudice or 
ignorance. 

Ideally, no doubt every attack of malaria ought 
to be properly treated and cured, and not merely 
repressed and allowed to simmer on indefinitely. 





But over large areas of territory in Africa is this not 
a counsel of perfection? The native African works 
out his own salvation. The Europeans who administer 
the affairs of such countries must make the most of 
their meagre protective armament in the struggle 
with an army of pests against which nature never 
designed them to contend. Surely it is of tremendous 
importance to leave no stone unturned, no doubt 
unsolved. What is needed is an authoritative pro- 
nouncement whether or not the European in a highly 
malarious district, say in Uganda, can keep on his 
feet and do his work longer and better by taking a 
small dose of quinine each day, than by taking 
nothing save precautions against mosquito bite, and 
going to bed for treatment when he gets malaria. 

What are the effects of the two systems on the output 
of work and on the general health in districts where 
infection with malaria is practically inevitable ? 

So far our knowledge of experimental infection of 
man with malaria by mosquito bite is based largely, 
if not entirely, on experiments performed with 
Europeans who are general paralytics. Most of the 
strains of malaria used in these experiments were 
also of European or of temperate origin. All these 
paralytics are of course tertiary syphilitics—abnormals, 
in other words, and by no manner of means to be 
taken as a sample of normal Europeans. Then, 
again, none of them have ever had malaria, another 
feature which distinguishes them, even more signi- 
ficantly, from the normal European population of a 
malarial African country. We can set aside for the 
moment the syphilis. The behaviour of the malaria 
parasite in a virgin host cannot be accepted unre- 
servedly as indicative of what that same parasite 
will do in a host who has already had malaria; and 
this is true although acquired immunity in malaria, 
as in trypanosomiasis, is largely strain-immunity. 

The first stages of the development of the sporo- 
zoites after they have entered the blood stream are 
as yet unknown. All we do know is that they are 
insensitive to quinine. In the case of a human 
subject who has never before, had malaria, we learn 
from the researches of the last fifteen years that 
cure of an attack cannot be effected until the para- 
sites have multiplied in the trophozoite state to a 
sufficient extent for the products of their destruction 
by the quinine to stimulate the general tissues to 
react and to throw off the infection. But is it not 
possible that in a European whose immunity 
mechanism has already been called into play by 
previous attacks of malaria the antigenic stimulus 
necessary to set in operation once again the defence 
mechanism of the tissues is much less than in the 
virgin subject ? These small doses of antigen would 
be supplied by the daily destruction of trophozoites 
due to the daily prophylactic dose of quinine. 

Experiments on these lines would not be difficult 
to carry out. Volunteers, native and European, 
would be needed, and local strains of malaria and 
mosquitoes. The readiness with which natives have 
come forward as volunteers for experiments on the 
human trypanosomes in Uganda suggests that there 
would be no difficulty on this score, nor should 
enlistment of Europeans present any insuperable 
difficulty. Such an investigation would clear up 
much of the existing uncertainty about the value 
of quinine prophylaxis. One thing is certain. As 
long as our policy rests solely on knowledge derived 
from experiments with syphilitic Europeans who 
have never had malaria we cannot with confidence 
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and authority apply it even to Europeans, and 
certainly not to natives under the conditions of life 
obtaining, say, in tropical Africa. 

Quinine is a protoplasmic poison and bad for the 
digestion. Europeans in the tropics are much better 
without it as an element of their daily nourishment. 
On the other hand, where malaria is rife, the disease 
is infinitely the greater of the two evils. If, then, 
quinine in small prophylactic dose is sufficient to 
call forth the resources of the tissues and keep the 
malaria parasite in reasonable subjection, without 
at the same time increasing the risk of the patient 
getting blackwater fever, the sooner we have experi- 
mental proof the better. The fact that quinine will 
not prevent infection has unfortunately still to be 
faced. But this does not necessarily condemn the 
system of prophylactic dosage. There is still a 
hope that in people who have already suffered from 
malaria the defence mechanism can be set in motion 
before the symptoms become severe enough to 
incapacitate the victim. 

No doubt as time goes on many essential facts about 
health in the tropics, at present hardly appreciated 
by the layman, will become common knowledge. In 
the future the young European may disembark on 
his first visit to Africa a trained valetudinarian, 
imbued with a determination never to be bitten by 
any noxious insect. But many a year must elapse 
before such things appeal to the average newcomer, 
and in any case, in bad fever areas, one is bound to 
be bitten in spite of all practicable precautions. 

The settlement of these points does not require a 
great outlay of money, and the visit of Colonel 8. P. 
James to Eastern Africa some years back prepared 
the way for its commencement. There is no denying 
the importance of this research. It is above all 
criticism ; prosaically practical in aim, and in execu- 
tion simple and straightforward. 

I am, Sir, yours faithfully, 


H. LynpDHuURST DUKE. 
Entebbe, Uganda, Feb. 11th. 


RENAL SYMPATHECTOMY 
To the Editor of THE LANCET 


Sir,—I have read with great interest Mr. S. H. 
Harris’s article in your issue of Feb. 23rd. I have had 
only half the experience of Mr. Harris both as to time 
and number of cases, but I feel that having performed 
the operation 29 times in the last four years I am in a 
position to express an opinion on the possibilities 
and indications for renal sympathectomy and on the 
difficulties and technique of the operation. It 
is not without significance that working quite 
independently I had come to the same conclusion 
as Mr. Harris on many points. Like him I have in 
no case employed renal sympathectomy in conjunction 
with nephropexy or decapsulation. I, too, had 
trouble in my earliest cases—a result of employing 
Papin’s technique, by which the pedicle is stripped by 
gauze dissection in a mesial direction, and since then 
have always started the dissection as far away as 
possible from the kidney and worked towards the 
hilum. In two of my cases the operation has been 
performed on both kidneys, and careful urological 
investigation of these and my other cases has con- 
vinced me that the operation has no deleterious eftect 
on the kidney. Finally, I can whole-heartedly 
support Mr. Harris’s claim that the results of the 
operation are certain and permanent. 

I am hoping to publish shortly full details of my 
cases, in all of which I have been able to show that 
after renal sympathectomy the kidney is not only 
free from pain, but is incapable of feeling pain, no 





RENAL SYMPATHECTOMY 





[mMarcH 9, 1935 573 
matter how much it may be over-distended. To 
Mr. Harris’s description of the operative technique 
I should like to add the following points :— 


1. Good exposure of the pedicle is all important, and 
I am convinced that nothing is more conducive to this 
than spinal anesthesia. 

2. The greatest danger is injury of the renal vein and 
its branches, which tear very easily, and it is therefore 
a fortunate fact that the nerves surround the artery and 
that none cross in front of the renal vein. The vein 
can therefore be retracted upwards or downwards with a 


‘loop of catgut and our energies concentrated on cutting 


the nerves as they run along the artery. For the same 
reason I find that when possible it is easier and less 
dangerous to work from the posterior aspect of the pedicle. 

3. As all the nerves to the kidney are concentrated in 
a bundle in close approximation to the renal artery in the 
last inch or more of its course, a complete denervation 
of this part of the pedicle will sever all the nerve-fibres 
going to the kidney. To attempt to make a clean dissec- 
tion of the pelvis and the vessels right up to the hilum is 
therefore unnecessary and I consider dangerous, for the 
smaller branches of the vessels are extremely friable. 

4. When I consider that I have cleaned the pedicle 
as far as possible I swab it over with 10 per cent. phenol. 
A 10 per cent. solution of phenol is strong enough to 
destroy sympathetic nerve-fibrils while it does not damage 
the vessels or ureter. In addition, if any fine nerve- 
fibres have been left undivided by the dissection the 
phenol shows them up and they can then be severed. 
Pavone and de Luca, of Palermo, report several successes 
in which they used phenol alone without actually dividing 
any nerves of the pedicle. 

5. In practically all of my cases I have been able to 
close the wound without drainage. 


Mr. Harris’s mastery of surgical technique is 
well known, so that we may discount somewhat 
his statement that the difficulties of the operation 
have been greatly exaggerated. Meticulous care is 
needed to avoid damage to the finer vessels, and 
I know of several surgeons of great experience and 
ability who have found their first attempts fraught 
with great difficulties and dangers. Even after a 
moderately large experience I find the operation 
is a very difficult one if the pedicle is short and the 
patient very fat or if there have been previous opera- 
tions on the kidney. 

In almost every case there is for the first three 
to four days after operation even more pain than is 
usual after renal operations. In three of my cases 
the patients have developed acute dilatation of the 
stomach and in two of these cases renal sympathec- 
tomy had been performed transperitoneally. After 
operation the urine is increased in quantity but its 
specific gravity is lowered ; indigo-carmine is secreted 
sooner but in less concentration than before operation, 
and it is impossible to cause pain by distending the 
renal pelvis. The urinary changes soon become 
less marked and in a variable time—three to nine 
months—return to normal. The renal pelvis remains 
completely insensitive for about the same period 
and even after four years over-distension causes 
no more than slight discomfort. Intravenous uro- 
graphy before and after operation in those of my 
cases, corresponding to Groups 1 and 2 of Mr. Harris’s 
classification, show the same diminution in the size 
of the renal pelvis as his cases do. In a few of my 
cases there was a frank hydronephrosis before opera- 
tion, and the post-operative urograms, taken a year 
after operation, in some of these cases show a renal 
pelvis of almost normal size. 

While I am in entire agreement with Mr. Harris 
that the most rigid selection of cases is needed, I 
feel that renal sympathectomy can be profitably 
undertaken in all cases where the pain is due to 
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increased intrarenal tension and where there is no 
organic obstruction. I have applied it successfully 
to cases of (1) renal sympathetico-tonus, (2) painful 
mobile kidneys, (3) non-mechanical hydronephrosis, 
with complete success in all cases except two, in 
which it was subsequently proved that the kidney 
was not responsible for the pain. 
I am, Sir, yours faithfully, 
Liverpool, Feb. 25th. J. B. OLDHAM. 


A STANDARD FOR STRETCHERS 
To the Editor of Tue LANCET 


Sir,—Now that the question of the treatment of 
accidents is so much in the public mind I would 
suggest one very important measure which seems to 
have escaped attention. Cases frequently occur 
where an injured person is placed upon a stretcher 
to await the arrival of an ambulance. On the arrival 
of the ambulance it is then found that the stretcher 
will not fit, and the patient must needs be transferred 
to another stretcher. This may, and indeed does, 
under certain circumstances cause unnecessary pain 
and damage to the patient. 

A large number of industries, railways, and mines 
have stretchers of the fixed handle type which are 
too long to fit many motor ambulances. Further, 
modern ambulances are in many cases fitted with 
stretcher racks which necessitate that not only the 
gauge but the wheel base of the stretcher itself shall 
be of certain dimensions. Has not the time arrived 
when a stretcher gauge, wheel base and length, shall 
apply equally to all stretchers and all stretcher racks ? 
If this standard were adopted by all manufacturers, 
and if telescopic handles were universal, it would 
only take a few years before all ambulance equipment 
in this country was interchangeable. Stretcher 
trolleys in hospital casualty departments should, of 
course, conform to the agreed standard. 

I can visualise certain aspects of defence against 
chemical warfare which would render this proposal 
urgent, but in the immediate present I know that 
much unnecessary suffering is caused by the chaotic 
conditions resulting from lack of standardisation. 
It almost seems as if individual patterns are designed 
in order to complicate matters. 

I am, Sir, yours faithfully, 
LEONARD P. LOCKHART, 


Staff Medical Officer, Messrs. Boots Pure 
Feb. 28th. Drug Co., Ltd., Nottingham. 


DIPHTHERIA AND SUGAR TOLERANCE 
To the Editor of THE LANCET 


Sir,—In your last issue Dr. Begg gives an interesting 
demonstration of the depressing effect of toxic 
diphtheria on sugar tolerance, a depression quanti- 
tatively parallel to the toxicity. May I be allowed 
to refer to experimental work on rabbits on this exact 
point, published by Lawrence and Buckley in 1927 
(Brit. Jour. Exp. Path., 1927, viii., 58)? It has the 
merit of offering an explanatory hypothesis, not 
mentioned in Dr. Begg’s paper. We showed that 
doses of diphtheria toxin disturbed carbohydrate 
metabolism in rabbits, made them insensitive to 
insulin, and before death caused intense hyper- 
glycemia, totally unaffected by insulin. As diphtheria 
toxin was known to affect the adrenals severely and 
was found to disorganise them in these rabbits, we 
suggested their involvement as an important factor 
in the changes in carbohydrate metabolism observed 
and I wish to mention this possibility for Dr. Begg’s 
consideration. 

The note by Dr. Harries, with his comparison 
between the choleraic state and diphtheria, leads me 
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to think of the adrenal from another angle. Recently 
we know much more of the collapse syndrome of 
adrenal exhaustion and perhaps it may play a part 
in fatalities from toxic diphtheria. We know how 
to treat adrenal failure with adrenaline, Eucortin, and, 
more immediately, sodium chloride. Glucose appears 
to be accepted as valuable in diphtheria; perhaps 
salt would be more so. It may have been tried (I 
speak in all ignorance), but I would offer this thera- 
peutic suggestion and think the possibility of supra- 
renal failure is worth considering. 
I am, Sir, yours faithfully, 
London, W., March Ist. R. D. LAWRENCE. 


SEPARATION OF HEPATIC AND GALL- 
BLADDER BILE 


To the Editor of THE LANCET 


Sir,—I have read with much interest your leading 
article on Operations on the Gall-bladder (Feb. 23rd, 
p. 442). May I differ, however, from your state- 
ment that examination of hepatic and gall-bladder 
bile is clinically impracticable? As is well known, 
by the passage of a duodenal tube it is possible to 
obtain bile evacuated into the duodenum, and, by 
the administration of 33 per cent. magnesium 
sulphate, further bile can generally be withdrawn. 
This latter bile can often’ be divided into three frac- 
tions, corresponding to that from the common duct, 
the gall-bladder, and hepatic duct and liver. I have 
employed this method for several years past as a 
routine measure in most cases of serious chronic 
disease. During the past twelve months the examina- 
tion has been greatly facilitated by the use of the 
French gum-elastic tube with a whale-bone stilette. 
I owe Dr. M. Y. Young a debt of gratitude for his 
introduction to this instrument and his explanation 
of the technique.—I am, Sir, yours faithfully, 

Upper Brook-street, W., Feb. 25th. H. W. Hates. 


THE PURGATIVE ACTION OF MAGNESIUM 
SALTS 


To the Editor of THe LANCET 


Sir,—In your correspondence columns on Feb. 9th 
Pr. Arthur F. Hurst suggested that Prof. Cohen’s 
failure to find an increase of magnesium in the blood- 
serum may be due to its rapid excretion. I have 
confirmed the observation of Prof. Cohen on several 
occasions and the experiments have also shown that 
it is due to a lack of absorption from the bowel. 
In some instances the results indicated no absorption 
whatever of either Mg. or SO, and in others it was 
very low; the highest result was obtained in the 
following case :— 

Urine 24 hr. 


Av. of 5 days before Day of 

giving mag. sulph. administration. 
Volume , 1955 c.cm. 1660 ¢c.cm 
pH A of .. 65 ed 5-6 
Total nitrogen 9-55 g.p.d. ° 8-95 g.p.d. 
Phosphate. P20s5 1-83 - 1-57 
Calcium .. oo 0-189 0-221 
Magnesium 0-110 0-129 
Inorganic 30, 1-83 2-31 


g.p.d. =grammes per diem. 


As 15 g. of magnesium sulphate was given, the 
excess output of Mg. is under 2 per cent. and that of 
inorganic SO, is approximately 10 per cent. I think 
it must be concluded that the commonly accepted 
idea as to the non-absorption of magnesium sulphate 
is quite sound.—I am, Sir, yours faithfully, 

JOSEPH RACE, 


Biochemist. 
Devonshire Hospital, Buxton, Derbyshire, Feb. 26th. 
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FURTHER USES OF PROSTIGMIN 
To the Editor of Tue LANCET 


Str,—The beneficial effects of Prostigmin are not 
confined to cases of myasthenia gravis. Dr. Walker’s 
results in that disease are explicable on the hypothesis 
of defective production at the nerve terminals of 
acetylcholine or some allied substance and of its 
delayed destruction under the influence of the drug. 

On this hypothesis it might also be expected that 
in cases where the muscles are normal, or nearly so, 
but the innervation is defective prostigmin would 
be of use and would to some extent compensate for 
the deficiency. Thus, for example, in lesions of the 
anterior horn cells and in cases of disease or injury 
to nerves, impairing their conduction, the impulses 
arriving at the nerve-endings are inadequate to set 
free the proper amount of acetylcholine and _ little 
or no muscular contraction results. It seemed 
reasonable to anticipate that prostigmin would 
fortify the inadequate impulses and improve muscular 
action. The drug has been tried on several cases 
of this type as they have presented themselves in 
recent months. Dr. Walker has coéperated with 
me in the investigation which was mentioned in 
the discussion at the Royal Society of Medicine on 
Feb. 8th. Though the study is by no means com- 
plete, it seems desirable to indicate some of the 
results already obtained. 

In a case of bulbar palsy there was some improve- 
ment in articulation, control of the tongue, and 
swallowing. 
In amyotrophic 
lateral sclerosis 
there was some 
improvementin 
the power of 
the hands, the 
patient was 
able to raise a 
cup to his lips 
to drink an 
action formerly 
beyond his 
power. A 
patient with 
peripheral 
neuritis (alco- 
holic) walked 
rather better. 
results in 

acute 
are of 
interest. 
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5 min. 


20 min. 


35 min. 


45 min. 


WAAAY 
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In these it is pro- 
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Injury to nerves of arm. 
movements (downstroke = abduction) 
before, and 5, 20, 35, and 45 minutes 
after injection of 3 c.cm. (1°5 mg.) of 
prostigmin. Time-marker =seconds, 


Record of thumb 


bable that the 
muscles them- 
selves were not at fault; in one case the motor nerve- 
cells, in others the nerve trunks were affected. A patient 
recovering from transverse myelitis has on many 
occasions shown considerable increase of muscular 
power and movement. Two patients with almost 
complete loss of hand movements resulting from 
injury to nerves showed quite appreciable increase 
in voluntary movements. Graphic records of one 
of these cases are shown in the Figure. 

The results so far obtained are less dramatic than 
those in myasthenia gravis, but they support the 
hypothesis of peripheral action and open up a wide 
field of usefulness which is still being studied. The 
results will be recorded in due course. At the 
moment it may be stated that the improvement 
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which has been obtained in these cases, though 
transitory, is most encouraging to the patient as 
giving augury of future recovery. It may prove too 
that prostigmin by facilitating active movements 
will be a valuable ally to massage in maintaining 
circulation and nutrition in muscles whose nerve- 
supply is temporarily impaired. The economic 
advantage of earlier recovery must be set off against 
the present rather high cost of the drug. 
I am, Sir, yours faithfully, 
London, W., March 4th, P. HAMILL. 


SINUSITIS IN MENTAL DISORDER 
To the Editor of Tue LANCET 


Srr,—In giving an account of his research on 
this subject at the Warwick County Mental Hospital 
(THE Lancet, Feb. 23rd, p. 429) Dr. D. N. Parfitt 
cites G. W. Buckley, who, he says, maintains that 


‘*‘ where septic conditions have been present in the mouth, 
nose, or throat for long periods, it is almost inevitable 
that there will be secondary foci in other parts of the 
digestive tract, the gall-bladder, the appendix, or the 
colon.” Dr. Parfitt adds: ‘‘ The principle of complete 
eradication of all possible sources of infection by wide- 
spread surgical procedures . . . is thus revived.” 


But surely this is a grave misconception of the 
pathology of focal sepsis; ignoring what, I believe, 
is true—viz., that if the primary source of infection 
be eradicated the secondary or metastatic infections 
tend to disappear—wherefore it is seldom wise or 
necessary to attempt “widespread surgical pro- 
cedures.” Of this we have a notable example in 
the results of removing septic tonsils and adenoids in 
children. The widespread evidences of toxa#mia 
and of secondary infection—e.g., constantly recurring 
bronchitis—all tend to subside shortly after the 
operative removal of the primary source—viz., 
the tonsils and adenoids. Similarly many an adult 
who has suffered from recurring attacks of lumbago 
or sciatica, or even from irido-cyclitis and other 
metastatic orbito-ocular infections, finds his secondary 
infections disappear after the eradication of the 
causal focus in dental apical sepsis. Naturally if an 
established appendicitis or established cholecystitis 
has arisen it may be the wiser course to remove such 
grave secondary infections, because it is not worth 
while leaving a patient exposed to the grave risk 
of dangers which can be removed, merely because 
there is a possibility of spontaneous recovery. But 
is that a reason for leaving an accessible and easily 
removable active source of systemic infection to 
run its course untreated ? 

Having no personal experience of patients in mental 
hospitals I am not in a position to criticise the findings 
of those in charge of such institutions, but I am not 
surprised to find wide discrepancies as to the propor- 
tion of cases whose mental symptoms are attributed 
to chronic sepsis. In three of Dr. Parfitt’s 
“ confusional group” clinical improvement rapidly 
followed eradication of a septic focus, although in 
each of these only one antrum was proved to be 
infected. A streptococcal infection, after being 
stationary for seven months, underwent rapid 
recovery in the three months after the antrum was 
drained—surely a gratifying result. But with the 
relatively mild Staphylococcus albus found in the 
other two, the rapid clinical improvement following 
eradication of the one antral infection seems remark- 
able. Dr. Parfit does not appear to have met with 
a definite sphenoidal sinus infection in any of his 
patients, and is unable to appreciate from personal 
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experience the wonderful results observed at Rubery 
Hill or at Trenton following the drainage of these 
sinuses in cases under Dr. T. C. Graves and the late 
Dr. Henry Cotton. 

In conclusion, Dr. Parfit states that indications 
for treatment can be discovered by ordinary routine 
examination, ‘ proof-puncture of all sinuses being 
unnecessary.”” What he includes under routine 
examination I do not know, but in doubtful cases 
at any rate I find radiograms and endorhinoscopic 
inspection most helpful, although I rely on the 
bacteriological examination of samples aspirated 
from the suspected sinuses for evidence of actual 
infection, more particularly when grave issues are 
at stake.—I am, Sir, yours faithfully, 


P. WATSON-WILLIAMS, M.D. 
Clifton, Bristol, March 4th. 


THE OXYGEN TENT 
To the Editor of Tuk LANCET 


Str,—In your review last week (p. 496) of the book 
“Oxygen and Carbon Dioxide Therapy,” by Dr. 
Argyll Campbell and Dr. E. P. Poulton, the following 
sentence occurs referring to the oxygen tent: “It 
is doubtful whether this apparatus, which must be 
rather frightening to even the least claustrophobic 
of patients, will ever rival the nasal catheter in 
general clinical usefulness.””’ This would suggest to 
the reader who has not a practical experience of the 
two methods that the nasal catheter is as efficacious 
as the tent for the administration of oxygen. 

I have recently had under my care in the Middlesex 
Hospital a patient suffering from severe bronchitis 
and emphysema, with a tendency to asthma. The 
patient was admitted to hospital with an exacerbation 
of bronchitis and signs of circulatory failure rapidly 
ensued. The breathing was very distressed with 
orthopnea. The legs and feet became swollen, cold, and 
blue. Nasal oxygen was administered continuously, 
at the greatest rate which the patient could tolerate, 
from Jan. 14th to Feb. 7th, with very little relief. 
The patient now appeared moribund, and at midday 
on Feb. 7th he was placed in an oxygen tent, supplied 
by the Oxygen Therapeutic Service, with dramatic 
results. The breathing rapidly became perfectly 
calm and natural and the cyanosis disappeared. The 
patient was kept in the tent until 4 P.M. on Feb. 18th, 
and since then his breathing has been comparatively 
easy although he has required some nasal oxygen. 
During the greater part of this time the oxygen content 
of the tent was maintained at 40 to 50 per cent., 
during the last two or three days the oxygen was 
lowered to 20 per cent. The patient’s only complaint 
while he was in the tent was that he was not able 
to smoke. This practical experience serves to 
demonstrate the overwhelming superiority of the tent 
as opposed to the nasal catheter in the administration 
of oxygen in this desperate case. 


I am, Sir, yours faithfully, 


Wimpole-street, W., March 4th. G. E. BEAUMONT. 


SECONDARY PEPTIC ULCERATION 
To the Editor of Tue LANCET 


Sir,—Mr. Ogilvie’s view, presented in his address 
to the Oxford Medical Society (THE Lancet, Feb. 23rd, 
p. 419), that the operation of gastrojejunostomy 
should be confined to cases of stenosis or stasis is 
one, I believe, which deserves more attention from 
surgeons in this country. I find his article mis- 
leading, however, in its reference to the incidence 
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of secondary ulceration after gastrojejunostomy 
for duodenal ulcer. He quotes the following figures 
(I add the references !) :— 


Lewisohn 
Hurst and 
Stewart .. 73 se 


And he criticises the last two authors on the 
grounds that only 78 and 65 per cent. respectively 
of their cases could be traced. Lewisohn, however, 
was able to trace less than half of his cases, and his 
high estimate was based on the unreasonable assump- 
tion that all patients doing badly at the time of 
inquiry had anastomotic ulcers. Hurst and Stewart's 
figure refers to post-mortem material and cannot 
be considered representative. Mr. Ogilvie does not 
mention Walton’s recently published series which 
commands respect because every case was traced. 
The incidence was 3-24 per cent. 

The leading article in your last issue (p. 499) 
puts the position very clearly. You neglect to 
point out, however, that Garnett Wright’s figure 
of 8-6 per cent. includes those cases in which secondary 
ulceration was suspected but not proved, and must be 
taken as the highest possible incidence. The incidence 
of proved secondary ulceration in the duodenal 
ulcer cases was 4:14 per cent., and if the gastric 
ulcer cases are included, the figure drops to 3-1 per 
cent. Walton’s corresponding figure is 1-6 per cent. 

Until operation the diagnosis of gastrojejunal 
ulcer is rarely certain, and it is unreasonable to 
assume that most of the 10 to 20 per cent. of patients 
who do badly after gastrojejunostomy are suffering 
from secondary ulceration. It is inevitable that 
great discrepancies in the published figures should 
occur in view of the different methods of statistical 
approach to the problem and the variation in severity 
of peptic ulcer in different countries. Nevertheless, 
it would be interesting to know whether Mr. Ogilvie’s 
estimate of at least 20 per cent. is based on personal 
impressions or on a reasoned follow-up inquiry. 


34 per cent. | Luff 
, Garnett 
Wright 


2°8 per cent. 


S75» 


I am, Sir, yours faithfully, 


J. A. MARTINEZ. 
David Lewis Northern Hospital, Liverpool, March 4th. 


PROGNOSIS IN CARBUNCLE 
To the Editor of Tur LANCET 


Srr,— We may logically, I think, go further than 
Mr. Mitchiner does in his article last week in your 
prognosis series and suggest that all carbuncles— 
not only those “spreading or still unlocalised,” 
those affecting the face and carbuncles occurring in 
diabetics—should be spared surgical interference. 
I do not think Mr. Mitchiner’s observations and 
statistics support his plea for drastic surgical treat- 
ment in the very least. In my opinion treatment 
should be even more conservative than his con- 
servative measures, and should always include X ray 
therapy. I am, Sir, yours faithfully, 


March 5th. Joun T. INGRAM. 


* Lewisohn, R.: Surg., Gyn., and Obst., 1925, xl., 70; 
A. F., and Stewart, M. J.: THE LANCET, 1928, ii., 742 ; 


A. P.’: Brit. Med. Jour., 1929, ii., 1074 ; 
Brit. Jour, Surg., January, 1935, p. 433. 


Hurst, 
Luff, 
and Wright, Garnett : 


HosPITAL SATURDAY FUND’s REcORD.—A cheque 
for £81,000, the largest single cheque ever drawn by 
a similar organisation in this country, was handed on 
behalf of the Birmingham Hospital Saturday Fund to the 
ehairman of the Birmingham Hospitals’ Contributory 
Association last week. 
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SIR LESLIE MACKENZIE, M.D. Aberd., 
F.R.C.P. Edin. 
MEMBER OF THE SCOTTISH BOARD OF HEALTH 


LATE MEDICAL 


Tue death occurred on Thursday last, Feb. 28th, 
of a distinguished worker in public health, Sir Leslie 
Mackenzie. He died at his house in Edinburgh 
after an illness of considerable duration. 

William Leslie Mackenzie was born in Shandwick 
Mains, Logie-Easter, Ross-shire, in 1862, the son 
of James Mackenzie. He received his education 
at the Aberdeen Old Grammar School and the 
Universities of Aberdeen and Edinburgh, but it 
was with the former university that his academic 
career is closely associated. He graduated there 
in arts in 1883, 
winning scholar- 
ships, prizes, and 
a high position 
in the class lists 
in classics and 
philosophy. Turn- 
ing to medicine he 
obtained the M.B., 
C.M. with honours 
in 1888, took the 
D.P.H. in 1890, and 
later proceeded to 
the M.D. degree 
when he _ secured 
* highest honours.” 

He began his 
long connexion 
with public health 
with an appoint- 
ment as M.O.H. 
for Kirkeudbright 
and Wigtownshire. 
This post he held 
for four years 
when he became M.O.H. for the borough of Leith 
and medical superintendent and physician to the 
borough fever hospitals. For seven years at Leith, 
as in his previous appointment, his annual reports 
became noticeable for their thoroughness, and he 
was obviously marked out for important public 
service. In 1901 he began his long career as a 
government official with an appointment as medical 
inspector of the Local Government Board for Scotland. 
He became medical member of the Scottish Board of 
Health in 1919 and held that post until his retirement 
in 1928. In discharge of his duties he took a 
prominent part in the many remarkable develop- 
ments in public health administration in Scotland 
which occurred during that period. The problems 
of housing, of child and maternity welfare, and of 
prevention of tuberculosis and diphtheria, all came 
under his immediate eye, and to all he gave unceasing 
attention. In his many communications to the 
Transactions of the Sanitary Association of Scotland, 
to the Sanitary Journal, and especially to Mind, 
he set out with vigour and clearness his views on 
such subjects as the causation and prevention of 
diphtheria, and water service in urban and rural 
districts, while the subject of mental disease 
particularly attracted him, as was shown by his 
reviews in Mind of such works as Bevan Lewis's 
** Mental Diseases,’ Mercier’s ‘ Sanity and Insanity,” 
and Janet’s ‘ Névrose et Idées Fixes.”” Mackenzie 
was a member of the committee dealing with the 
prevention and cure of tuberculosis in Great Britain 
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and of the Highlands and Islands Medical Service 
Committee, now incorporated in the department 
of health. Largely owing to his energy on this latter 
committee an effective medical and nursing service 
has now been established in places where nothing 
of the sort could previously exist. He was also 
a member of the Ballantyne Commission on Housing, 
and he himself regarded the work which he did here 
as his most important effort in the cause of public 
health. He was a member of the advisory committee 
on research set up under the National Health 
Insurance Act, and from 1922 until his death was 
Crown nominee for Scotland on the General Medical 
Council. He was for many the Edinburgh 
correspondent of THE LANCET. 

Sir Leslie Mackenzie was knighted in 1919, received 
the degree of LL.D. from his own University of 
Aberdeen, and was an F.R.S.E. He was also a 
LL.D. of the University of Kentucky, an interesting 
honour accruing to him out of his work in connexion 
with the Highlands and Islands Medical Service. 
When the frontier nursing service of Kentucky 
was founded to meet in their spacious and moun- 
tainous State needs similar to those which had 
existed in Scotland, Mackenzie was invited to address 
the opening meeting ; the discourse delivered on the 
occasion was published in THe LANCET in July, 1928, 
when for the encouragement of Kentucky Sir Leslie 
narrated the story of the great Scottish movement. 

He married in 1892 Ellen Carruthers Spence, C.B.E., 
but there were no children by the marriage. 


years 


We append an eloquent estimate from Prof. J. R. 
Currie of the character and deeds of Sir Leslie Mackenzie 
in which a charming reference is made to Lady 
Mackenzie. We wish to be associated with this 
tribute to a friend and colleague. 

“By the death of Sir Leslie Mackenzie Scotland 
has to deplore the passing of one of her most 
distinguished sons. Of Highland blood, born in 
Ross-shire, and educated mainly in Aberdeen, though 
Edinburgh shares the honour, he was both by descent 
and by nurture essentially a Scotsman. 
all that is best in the traditions and culture of his 
native country, and gifted moreover in his own 
person with outstanding qualities of head and heart, 
he was signally fitted to guide, as he did, the health 
destinies of Scotland in the right direction through 
a difficult and momentous period. 

“Sir Leslie in his administrative career presented 
the happy, if somewhat unusual, combination of 
the philosopher and the man of action. Philosophy, 
which is much esteemed in Scotland, early engaged 
his interest. He graduated at Aberdeen from the 
experimental school of Alexander Bain, who was not 
only his teacher there but also his greatest friend. 
In later life he appears to have taken occasion to 
examine the claims of other systems also, but we 
know by his deeds that his own practical philosophy 
by which he directed his life and his work was always, 
like that of his friend and master, devoted to ‘the 
service of man. Philosophy produced in him no 
merely contemplative inertia, still less a_ frigid 
pessimism to check or extinguish effort. Rather 
it served to reinforce his own essential humanity, 
his eager will to remedial action for the relief of 
suffering. Thus the practical philosopher finally 
emerged as the forceful man of action, who did not 
cease from mental strife, nor did his sword sleep in 
his hand, he tirelessly promoted and carried 
through his beneficent Of these designs, 
as is well known, the great majority came to ample 


Representing 


as 


designs. 
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fruition. With his clear prevision, sound judgment, 
and dauntless energy in these matters he established 
a record of high achievement far beyond the average 
for pioneers. 

‘* Being a Highlander, Sir Leslie possessed a natural 
courtesy of manner which in him went deeper than 
simple good breeding, being the counterpart in his 
everyday life of that genuine interest in his fellow 
men which formed the substance of his philosophy. 
He was at times, as he says himself, jolted by 
administrative stupidity, and when confronted with 
grave abuses his indignation, if expressed, was 
withering ; but towards his juniors in the Civil 
Service, while he expected from them their best 
endeavours, he always displayed an exemplary 
tolerance for well-intentioned lapses. Not usually 
lavish of praise, he could award it where he thought 
it merited. Any who had the good fortune to please 
him might justly value his commendation. 

“As regards himself and his own activities as a 
civil servant he has remarked in one of his writings 
that a man cannot be fitted to a vocation without 
some mutilation. Be that as it may, it is reassuring 
to have his admission that he was proud to belong 
to the Civil Service which he held to be the true 
bodyguard of constitutional monarchy. Elsewhere 
he has permitted himself the reflection that the 
period covered by his own work may well prove 
to be an essential moment in the creation of the future. 
This hope, expressed by him with characteristic 
modesty, is already in part realised and is destined 
to nobler fulfilment yet as the services which he so 
surely founded develop and expand. 

‘This note would be incomplete without a reference 
to Lady Mackenzie whose sympathy cheered, as her 
devotion lightened, the toils of her distinguished 
husband. While the results of Sir Leslie’s brilliant 
work, which are plain to all in the betterment of his 
country, may justly entitle his name to be inscribed 
among the makers of modern Scotland, he himself 
will live in the memory of his friends, and especially 
of those friends of his who were with him in the 
Civil Service, as our courteous, kindly, and great- 
hearted friend and colleague of the eventful years.” 


ERNST RITTER von OFENHEIM, 
M.D. Leipzig, M.R.C.S. Eng. 


LATE DIRECTOR OF BACTERIOLOGICAL DEPARTMENT, 
8ST. JOHN’S HOSPITAL, LEWISHAM 


Dr. Ernst Ofenheim, whose sudden death at his 
residence in Blackheath was briefly noted in our last 
issue, was born in Vienna in 1874 and educated at 
Halle. As a young man he held a commission in the 
Austrian cavalry, on resigning which he spent a year 
in veterinary research on the Russian frontier. He 
then entered the University of Leipzig, where he took 
the degrees of M.A. and Phil.D. in 1900 and M.D. in 
1902. Soon after this he came to England and entered 
St. Mary’s Hospital medical school where he took 
the Conjoint qualification in 1904, becoming natural- 
ised-a little later. After two years in general practice 
at Bexley Heath, he returned to St. Mary’s and 
became one of the band of research workers in the 
inoculation department under Sir Almroth Wright. 
Being now resident in Blackheath, he was elected 
in 1906 honorary bacteriologist to St. John’s Hospital, 
Lewisham, and in 1910 honorary surgeon to the 
hospital. His interest lay chiefly in bacteriological 
therapy, and most of his writings deal with aspects 
of immunity. He was enthusiastic in support of the 
method of Vernes in guiding the treatment of syphilis. 

For the next 25 years Dr. Ofenheim was intimately 
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associated with tle development of St. John’s ; 
he was largely instrumental in erecting the new 
bacteriological and X ray departments opened in 
1911. During the war some of the wards were given 
over to wounded soldiers and, at a time when it was 
impossible to get house surgeons, he was always 
ready at any hour, day or night, to serve the hospital. 
When the war was over he continued to devote himself 
with lavish generosity to the extension of the hospital, 
and to him is due the fact that St. John’s has developed 
from a small institution belonging to the Sisterhood 
of St. John the Divine to the present fully equipped 
hospital of 100 beds. He bought land surrounding 
the hospital, making it over as a freehold gift, and 
established all the various departments in new or 
altered buildings. Owing to pressure of business he 
retired from the active staff in 1931, although he 
continued to act as governor and honorary treasurer. 


A colleague writes of Dr. Ofenheim that he hated 
publicity and applause, and in all his charitable 
undertakings he strove to keep his name in the back- 
ground. Equally beloved by his colleagues and his 
patients, his presence in the wards radiated confidence 
and cheerfulness. Throughout his life he devoted 
a large portion of his income to those who were in 
need, and no one went to him for advice or help in 
vain. He married Theresa, daughter of Charles 
Langer, and leaves a widow, two sons, and a daughter 
who qualified in medicine from King’s College four 
years ago. 





INFECTIOUS DISEASE 


AND WALES DURING THE WEEK ENDED 
FEB, 23RD, 1935 


Notifications.—The following cases of 
disease were notified during the week: Small-pox, 
0; scarlet fever, 2637; diphtheria, 1877; enteric 
fever, 18; acute pneumonia (primary or influenzal), 
1438 ; puerperal fever, 50; puerperal pyrexia, 135 ; 
cerebro-spinal fever, 16; acute poliomyelitis, 7 ; 
acute polio-encephalitis, 1 ; encephalitis lethargica, 4 ; 
dysentery, 25; ophthalmia neonatorum, 96. No 
case of cholera, plague, or typhus fever was notified 
during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on March 2nd was 4035, which included: 
Small-pox, 0 under treatment, 0 under observation ; scarlet 
fever, 1257; diphtheria, 1881; measles, 12; whooping-cough, 
250; puerperal fever, 32 mothers (plus 11 babies); enceyh- 
ilitis letharzgica, 266: poliomyelitis, 3. At St. Margaret’s 
Hospital there were 14 babies (plus 4 mothers) with ophthalmia 
neonatorum, 


Deaths.—In 121 great towns, including London, 
there was no death from small-pox or enteric fever, 
9 (0) from measles. 7 (1) from scarlet fever, 12 (2) 
from whooping-cough, 50 (8) from diphtheria, 33 (11) 
from diarrhoea and enteritis under two years, and 91 
(14) from influenza. The figures in parentheses are 
those for London itself. 

Deaths attributed to influenza remain almost stationary, 
the total deaths for the last few weeks, working backwards, 
being 91, 83, 91, 71, 56, 58, 59, 54. This week these deaths 
were distributed over 42 great towns, Birmingham reporting 7, 
Bolton 6, Liverpool 5, Manchester and Swansea each 4, Hudders- 
field and Wigan each 3. Portsmouth and Leeds each reported 
4 deaths from diphtheria, Liverpool 3. There were 2 deaths 
from whooping-cough at Leeds and at Wolverhampton. 

The number of stillbirths notified during the week 
was 285 (corresponding to a rate of 45 per 1000 total 
births), including 50 in London. 


IN ENGLAND 


infectious 


MONKWEARMOUTH AND SouTHwick HospiTAL.— 
Over 8000 out-patients were treated at this hospital 
during last year, an increase of nearly 500, which is partly 
attributed to the loss of national health insurance mem- 
bership through unemployment among the male popula- 
tion. The number of in-patients has also increased. 
The cost per occupied bed was £116 8s, 9d. 








THE LANCET] 


PUBLIC 


IN 


DIPHTHERIA IMMUNISATION ACTON 
By D. J. Tuomas, M.R.C.S., D.P.H. 


MEDICAL OFFICER OF HEALTH FOR ACTON; AND 


Nancy G. Hower, M.R.C.S., D.P.H. 


ASSISTANT MEDICAL OFFICER OF HEALTH FOR THE BOROUGH 


IN September, 1932, an outbreak of diphtheria of 
a particularly virulent character occurred in Acton. 
In the earlier part of the year the incidence of 
diphtheria had been slightly higher than in inter- 
epidemic periods, but the disease was of a mild type 
and the case-mortality was low. In the autumn, 
however, there was an outburst of an extremely 
virulent form of the disease in one of the schools, 
5 eases occurring in different classes in one week, 
3 of which proved fatal. 

That the infection was of a different type from that 
which we had met with in recent years was obvious. 
Local spread of the disease was rapid and toxemia 
early and profound. 


For example, a boy of 16 years, a pupil at a local 
secondary school, was admitted to hospital one morning. 
He was quite definite that his throat was first sore on the 
previous afternoon at school. The illness was thus of less 
than 24 hours’ duration and yet on admission to hospital 
a thin membrane extended over the fauces and soft 
palate and there was a profuse nasal discharge. The 
glands in the neck were also very large. The boy was given 
80,000 units of antitoxin intravenously immediately, and 
the dose was repeated the same evening. In spite of this 
he died within 48 hours of the first onset of sore-throat, 

Another boy of 15 years was admitted to hospital on 
the same night as the previous boy. He had a history 
of sore-throat commencing that morning. There was a 
patch of membrane on each tonsil but no further extension. 
In view of the fact that he attended the same school as 
the previous boy, he was given 56,000 units of antitoxin 
intravenously on admission at 10 p.m. The following 
morning at 9 a.m. the membrane had spread on to the 
soft palate and into the nose, and the glands of the neck 
were very much swollen. The dose of antitoxin was 
repeated and, as the membrane still appeared to be 
extending, that evening another dose of 50,000 units of 
antitoxin was given. This boy ultimately recovered. 


In 1931 J. W. MeLeod and his co-workers at 
Leeds described three variants of the Corynebacterium 
diphtheria, the “gravis,” ‘“ mitis,”’ and “inter- 
mediate” strains. In view of this work, we took 
swabs of 10 of our most severe cases and Dr. R. A. 
O’Brien, of the Wellcome Physiological Research 
Laboratory, kindly examined them for us. In 6 of 
these cases the infection was of the gravis type, 2 
were of the mitis, and 2 contained both gravis and 
mitis strains. Ordinary methods of dealing with an 
epidemic of diphtheria were obviously not going to 
be adequate, and it was decided to offer protection 
against the disease to school-children, under the 
jurisdiction of the education authority. 


The question arose as to whether the current methods 
of immunisation offered protection against all types of 
diphtheria and here we were guided by the results of the 
work of 8S. F. Dudley at Greenwich and H. J. Parish. 
Parish injected a large number of gravis cultures in fatal 
doses into guinea-pigs which had been rendered Schick- 
negative by the ordinary prophylactics in general use, 
and he found that the animals were immune. Dudley’s 
work at Greenwich suggests that the Schick-negative 
condition produced with ordinary prophylactics gives 
a slightly lower degree of immunity against the gravis 
than against the mitis infections, but that even in 
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infections of the throat 
resulting illness is trivial. 


in a Schick-negative child the 


THE CAMPAIGN 

Our elementary school population numbered 8000, 
and the campaign began in October, 1932. All 
children in the infants’ and junior departments of 
the schools were given a short printed notice to take 
home to the parents. The notice explained that the 
health authorities were concerned about the incidence 
of diphtheria in the schools; that by a simple test, 
the Schick test, we could tell whether a child was 
liable to infection ; and that we were able to prevent 
the disease or at least minimise the severity of 
infection by three injections which would be painless. 
A consent form was attached to the letter. The work 
started at Southfield School where the epidemic 
originated and the response was most encouraging. 
In the junior school, 68-8 per cent. of the children 
were presented for Schick-testing, and in the infants’ 
school 61-8 per cent. 

After our experience at this school, we decided to 
immunise all children under seven years of age without 
a preliminary Schick test, while a posterior Schick 
test was done on children of all ages. Any unhealthy 
looking noses among the Schick-immunes were 
swabbed for diphtheria bacilli. 

We have had no elaborate organisation, and this 
indeed is unnecessary and likely to hamper the work. 
Our practice has been to arrive at a school accom- 
panied by a clerk and a nurse. The clerk gives a card 
bearing the name to each child for whom a consent 
form has been returned. The card is specially printed 
for the purpose and has spaces for the results of the 
primary and post-Schick tests and the date of each 
immunisation. The children then file past the nurse 
who rubs the arm with spirit, then past the doctor 
who gives the inoculation, and finally their cards are 
collected as they leave the medical inspection room. 
There is very little commotion and we seldom have 
any crying, even in the infants’ schools, with the 
result that in the early days we often managed to 
inoculate as many as 300 children in one and a half 
hours, having disturbed the school routine very little. 
A separate needle is used for each child. It is usual 
to start off with about 30 needles in spirit and to 
drop each into another bowl of spirit after use. 

We decided at the same time to make a concen- 
trated attack on the child of pre-school age, and for 
this purpose a clinic was started on Saturday mornings. 
The health visitors distributed circulars to the 
mothers at the infant welfare centres and also 
encouraged them to bring older children as well. 
So successful was this enterprise that it was resolved 
to establish an immunising clinic at each of the seven 
welfare centres in the borough for the convenience 
of mothers who could not bring their children on 
Saturday mornings. It was very easy to take the 
materials to the various clinics, and the fact that 
the mothers could see us at the work stimulated many 
who had previously refused to give their consent. 

We adopted the method of injecting 1 ¢.cm. of 
toxoid - antitoxin mixture (Burroughs Wellcome 
T.A.M.) intramuscularly into the left deltoid, an 
interval of 3 weeks being left between the first and 
second injections and 4 weeks between the second 
and third. A longer interval between the second and 
third doses has been advocated by some workers, 
but we find that by using this time interval, admini- 
strative difficulties are minimised, for school-children 
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are usually in the same class throughout the course 
of injections. In children of twelve years and over we 
usually began by giving 0-5 c.cm. of T.A.M. as a first 
dose. For adults we used toxoid-antitoxin floccules 
(T.A.F.) and as will be seen from the results of the 
posterior Schick test, the immunity has been satis- 
factory. We now use formol toxoid (B. & W. F.T.) 
for children of pre-school age. By this method we 
have had very little trouble with reactions of any sort. 
We have not used formol toxoid generally throughout 
the schools, owing to the extra time which would 
have to be given to doing the Moloney-Fraser skin 
test, in order to avoid local reactions. 

Starting in October, 1932, we gradually worked 
through the schools and by the end of the Christmas 
term were already well on with the work in five 
schools. We chose these schools because they were 
in the districts where the disease was most prevalent. 
After Christmas we commenced work at the remaining 
four schools in the borough. 

At the beginning of June we had visited each school 
three times and the bulk of the work was finished. 
We were now ready to commence re-Schick-testing 
in the schools where we had started immunisation, 
as six months had elapsed and we expected immunity 
to have developed. Before Christmas, 1933, we had 
done the round of the schools once more and the 
work of re-Schick-testing was completed. While this 
work was proceeding we were careful to prevent 
as far as possible the addition of non-immune 
entrants, and thus lowering herd immunity in the 
infants’ schools. At the beginning of each term a 
list of non-immune entrants is sent to the head 
teachers who give a great deal of help in obtaining 
consents. If there is a large number, we find that it 
saves time to visit the schools, two or three schools 
being done in one afternoon. If there are few, the 
children are asked to attend, either at a Saturday 
morning clinic or else at the ordinary minor ailment 
clinic which is held every morning. 

Actually the scheme is now running itself and the 
work consists of :— 


(1) Immunisation of the entrants in infants’ schools 
each term. 

(2) A continuation of re-Schick-testing of children 
six months after the final inoculation. 

(3) Circularisation of parents when any child attains 
the age of six months as seen from the register of notifica- 
tions of births. 

(4) The work at the various welfare centres where we 
can usually gather a few more cases at each session. 


The scheme is working smoothly and fits in quite 

easily with the ordinary school and welfare work. 
The following Table shows the result of our work 

during the period October, 1932, to December, 1933. 


Schick 7 Ist 2nd 3rd 

Period. tests. Pos. Neg. dose. dose. dose. 
Oct., 1932- 

Dec., 1933 .. 2308 .. 1308 .. 1000 .. 3177 .. 2907 .. 2723 


That the number of children receiving inoculations 
is larger than those Schick-tested is, of course, due to 
the fact that children under seven years were inoculated 
without a preliminary test. The percentage of children 
immunised at the various infant schools at the end 
of December, 1933, is shown below. 


Southfield infants. . 


51°8 | Derwentwater infants 69°5 
John Perryn infants 66°6 | Berrymede infants 33°4 
Beaumont Park infants .. 64°7 


In 1934 the number of cases dealt with is of course 
smaller because the work had already been reduced 
to dealing with school entrants and pre-school 
children. 


The results were as follows :— 


Posterior 


cdl Schick ‘ ra Ist 2nd 3rd ada tec 
Period. tests. Pos. Neg. dose. dose. dose. = hick 
tests. 
Jan., 1934- 
Dec., 1934 161 .. 86... 75 .. 875 .. 933 .. 908 .. 465 


In this Table the reason why the number receiving 
a second and third dose is greater than the number 
receiving a first dose is due to the fact that many 
children who had failed appointments before the end 
of the year attended for the final injections. The 
totals for the whole period of 2 years and 3 months 
are :— 


Schick —_ “ss Ist 2nd 3rd_—s Posterior 
tests. Pos. Neg. dose. dose. dose. tests. 
2469 .. 1394 1075 .. 4052 . 3840 . 3631 .. 2063 


COURSE OF THE EPIDEMIC 


It may be of interest to give a Table showing the 


number of notifications and deaths which have 
occurred in the borough since the work was 
commenced. 

Date. Notifica- Date. Notifica - 

1932. tions. Deaths. “1933. tions, Deaths. 
September .. 17 .. 3 November 2 0 
October or a ee December 7 1 
November ics a ve 1934. 

December 17 2 January x 1 

1933. February 11 0 
January 29 3 March 1v 2 
February 17 7 April .. 5 l 
March .. 26 4 May 4 0 
April 15 3 June .. 9 0 
May 19 2 July .. 2 0 
June 17 2 August 3 1 
July 13 0 Septem ber x 1 
August 4 0 October 1H 6 
September 4 0 November 4 0 
October 7 0 December 0 0 


The six deaths which occurred in 1934 were of 
children who had received no protection at all, and 
a seventh death was in a man who developed the 
disease in an institution outside the district. 

The records of the incidence of diphtheria in Acton 
since 1890 show that there have been irregular periods 
of maximum and minimum prevalence of the disease. 
The last period of maximum prevalence of the disease 
was in 1920-21 and this followed a period of com- 
paratively low incidence of only four years. The 
outbreak of 1932 followed a very long period of 
minimum prevalence (nine years) and it was reasonable 
to expect that the period of maximum prevalence 
would be a prolonged one. Judging by our notifications 
from August, 1933, up to the present time, it appears 
that the period of maximum prevalence has been 
considerably shortened. 

The results of our work, then, seem to have justified 
the claims that were made when the scheme was 
launched, and it looks as if the opportunity for 
establishing immunisation was seized at the right 
moment. In spite of the fact that diphtheria is very 
prevalent in London and Greater London, it will 
be seen that the notifications in Acton have fallen 
considerably. Our propaganda has cost us nothing 
beyond the leaflet with consent form attached which 
we give to the parents, but of course we and the 
health visitors lose no opportunity of talking to the 
parents during medical inspection at the schools 
and at the welfare centres. As the large number of 
children in the borough pass through these places 
at some time, and also all diphtheria contacts in the 
home are examined by us after a case has occurred, 
there is constant individual contact between ourselves 
and susceptible persons. 

In the spring of 1934 we were given some unsolicited 
publicity which helped us considerably. The Anti-Vaccina- 
tion League circularised the district, pointing out the 
dangers of immunisation. During the following week we 
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were inundated with requests for more consent forms from 
the schools and from parents of children of pre-school 
age, and on the next Saturday morning about 200 children 
arrived at the clinic for inoculation. The League had 
quite unintentionally awakened parents to the fact of 
the existence of an epidemic of diphtheria and had taught 
many whom we had not yet reached that the public 
health authority was doing something about it. 


What the results of our work are in terms of actual 
protection it is of course too early to say. Our 
present position is encouraging, but it remains to be 
seen whether we can maintain by artificial means 
a sufficiently high level of immunity to balance the 
rise in the carrier-rate, which according to some 
authorities is liable to occur. 

Recently it has been our experience on several 
occasions to see quite severe clinical diphtheria in 
an unimmunised child of a family where all the 
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other children have been rendered Schick-immune. 
It is certain that we must urge the protection not 
only of young children in the home, but of the whole 
family. P. F. Sdrodowsky! has recently reviewed 
the results of compulsory immunisation against 
diphtheria of 158,246 children aged 1-7 years in 
Russia. A control group of 224,568 children was not 
immunised. In the immunised group 12-8 children 
per 10,000 subsequently contracted diphtheria, while 
in the control group the morbidity-rate was 119-7 
per 10,000, or 9-73 times higher. The mortality-rate 
was 0-28 per 10,000 in the immunised group and 
7:88 per 10,000 in the control group, or over 25 times 
higher. The results of this tremendous experiment 
fill us with envy and with hope for the wider 
appreciation of voluntary immunisation. 


* Arch. of Biol. Sci., 1934, xxxv., 123. 








OSTEOPATHS BILL 
Select Committee Inquiry 


THE Select Committee of the House of Lords, to 
which has been referred the Registration and Regula- 
tion of Osteopaths Bill, which was read a second 
time by Their Lordships on Dec. 11th, 1934, sat for 
the first time on Monday, March 4th. 

Lord AMULREE was in the chair, and the other 
members of the committee were: Viscount ESHER, 
Viscount ELrpank, Lord REDESDALE, Lord DAwson 
OF PENN, Lord CARNOocK, and Lord MARLEY. 

The learned Counsel appearing for the various 
parties in support of the Bill are as follows : 

Mr. J. H. TuHorpr, K.C., and Mr. Harotp Murpuy 
representing the British Osteopathic Association, the 
Incorporated Association of Osteopaths, the Osteopathic 
Defence League, and the British School of Osteopathy. 


The learned Counsel for parties opposing the Bill 
are as follows: 


Sir W. Jowrrt, K.C., and Mr. H. C. DickEns repre- 
senting the British Medical Association, the General 
Medical Council, and a number of universities and medical 
schools in London and the provinces. 

Mr. Cyrit Rapcuirre, K.C., and Mr. D. L. Jenkins 
representing the Royal College of Surgeons of England 
and the Royal College of Physicians of London. 

Mr. Maurice FirzGeRALD representing the Chartered 
Society of Massage and Medical Gymnastics. 

Mr. St. Joun Ratkes representing the British Chiro- 
practors Association. 


The witnesses who will appear before the Com- 
mittee on behalf of the applicants supporting the 
Bill are: 


Mr. W. A. STREETER, honorary director of the Osteopathic 
Defence League, and Mr. W. Ketman MAcDoNALD, 
M.D. Edin., and Doct. Osteop., Kirksville, U.S.A. 


The witnesses who will appear before the Com- 
mittee for the applicants against the Bill are : 

Dr. JAMES MENNELL, Sir HenRY BRACKENBURY, and 
a representative of the American Medical Association, or 
an American lawyer—for the British Medical Association. 

Sir FarquHar Buzzarp, M.D., F.R.C.P., on behalf of 
the Universities of Oxford, Liverpool, Leeds, Sheffield, 
Bristol ; King’s College Hospital Medical School; King’s 
College (Strand) Faculty of Medicine ; University College 
Hospital Medical School; University College Faculty of 
Medicine ; St. Thomas’s Hospital Medical School ; London 
(Royal Free Hospital) School of Medicine for Women ; 
Welsh National School of Medicine, Cardiff; Medical 
School of the Royal Colleges, Edinburgh; British Post- 
graduate Medical School. (This evidence will represent 
the views of other bodies whose final approval has not 
yet been received.) 
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In addition to Sir Farguhar Buzzard, Bart., evidence 
will be given for these bodies by Prof. G. E. Gasx, F.R.C.S. ; 
Prof. E. H. Ketrie, M.D., F.R.C.P.; Prof. J. Barcrort, 
D.Se., F.R.S.; and Prof. H. A. Harris, M.D., D.S.C. 

Sir Norman Waker, M.D., F.R.C.P. (President), on 
behalf of the General Medical Council. 

Dr. R. Hurcuison and Dr. H. L. Trpy (physicians) ; 
and Mr. R.C. Evmsire and Mr. H.S. Sourtrar (surgeons )— 
on behalf of the Royal College of Surgeons of England 
and the Royal College of Physicians of London. 

Miss J. H. Wicksterep and Dr. L. D. BarLey—on 
behalf of the Chartered Society of Massage and Medical 
Gymnastics. 

Sir Witi1amM Wirtcox, Sir Ropert Woops, and Group 
Captain H. Cooper—on behalf of the Society of Apothe- 
earies of London. 

Mr. J. C. Laruam and Mr. J. 8. BRown—on behalf of 
the London Association of Certified Accountants and the 
Corporation of Accountants, Ltd. 

Mr. Harry Ciements, D.O., and Mr. STANLEY Lier 
on behalf of the Nature Cure Association. 

Sir Rospert Murr, M.D., F.R.S.—on 
Universities of St. Andrews, Aberdeen, 
Edinburgh. 

The Royal College of Physicians in Edinburgh, the 
Royal College of Surgeons of Edinburgh, and the Royal 
Faculty of Physicians and Surgeons of Glasgow are also 
applicants against the Bill, Dr. Erae, Metior, A.R.C.S., 
is a witness applicant. 


The attitude of the Ministry of Health towards 


the Bill will be stated by Sir ArtHUR RoBINsON 
and Mr. S. P. VIVIAN. 


behalf of 
Glasgow, 


the 
and 


Opening for the Promoters 


Mr. THORPE before opening the case for the Pro- 
moters said that in the case of a Private Bill between 
the date of publication and the date when it came 
before the House the promoters were often able to 
make amendments and suggest alterations for the 
consideration of the Select Committee. In this case, 
the Bill being a Public Bill, it would be improper for 
him to make any alterations or additions thereto. 
That placed him in a difficulty because he might 
appear to be pressing for things in the Bill as it 
stood for which he actually, on his instructions, had 
no real enthusiasm, He suggested, to meet this 
difficulty, that after he had opened the case that 
day he should hand to Lord Elibank (who had intro- 
duced the Bill in the House of Lords) an amended 
Bill, and ask his approval of the proposed amend- 
ments. After receiving that approval he would 
circulate the amended Bill among all the parties 
concerned, 

The CHAIRMAN said that he thought that the course 
proposed by Mr. Thorpe would be a convenient one. 

Proceeding to open the case for the Promoters, 
Mr, THORPE said that the British Osteopathic Asso- 
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ciation was formed in 1910 to unite the osteopathic 
practitioners of the British Isles, to promote their 
efficiency, and to educate the public in the value 
of osteopathy. This Association was regulated by a 
President and a Council. It had 71 members, and 
its income was derived from subscriptions which 
were applied solely for the purposes of the Associa- 
tion. No fees were paid to members of the Council 
of the Association. The Incorporated Association 
of Osteopaths, Ltd., was incorporated in March, 
1925, and was registered under the Companies Acts. 
It was not profit earning, and its object was to 
incorporate osteopaths practising in this country 
and elsewhere and holding diplomas of the British 
School of Osteopathy. The somewhat grandiose 
description of the Osteopathic Defence League really 
meant generally Mr. Streeter, who formed the League 
and who, he understood, defrayed all the charges. 


OBJECTS OF THE MEASURE 


The Bill itself was entitled ‘‘ An Act to regulate 
the practice of osteopathy and to prescribe the 
qualifications of osteopathic practitioners.’’ The 
memorandum of the Bill as presented to their Lord- 
ships’ House stated that the object of the measure 
was to place the practice of osteopathy, as a develop- 
ing system of treatment of disease by manipulative 
methods, under the control of a Statutory Board, 
with power to enforce a prescribed standard of 
education and professional competence upon all 
osteopathic practitioners. To effect this object the 
Bill established a Register (similar to the Register 
maintained by the General Medical Council under 
statutory authority) in which were to be entered the 
names and addresses and qualifications of osteopaths 
who had satisfied the Board’s requirements as to 
their right to practise osteopathy. If he (Mr. Thorpe) 
were promoting a Private Bill he would seek their 
Lordships’ acceptance of the Preamble, and he took 
it that in this Bill he should seek to prove two or 
three basic facts and then ask their Lordships to 
accept those facts, and to say that the proposals 
of the Bill were desirable to meet them. The first 
allegation in the Preamble would be this: there 
were in this country a number of persons of all 
kinds, both skilled and unskilled. who practised, or 
purported to practise, the art of healing known as 
osteopathy. He did not anticipate that there would 
be any discussion as to that. The second allegation 
would be that the public in large and increasing 
numbers were desirous of being treated by this 
method. If that were so, he asked the Committee 
to say that the people who practised osteopathy had 
gained the confidence of the public. To-day in this 
country anybody could call himself an osteopath, 
and there was nothing to guide the public as to who 
were trained and who were untrained. Moreover, 
there was nothing except the criminal law to prevent 
anybody who called himself an osteopath from doing 
what he liked. That was a source of danger to the 
public and was unfair to the osteopaths who had 
spent time and money in acquiring the skill of their 
calling. When a person was sick, or one of his 
relatives was sick, such person was not always in the 
best position to judge between the skilled and the 
unskilled. The skilled osteopath was always at 
the mercy of the plausible imitator who applied 
some of his art without the knowledge and experience 
possessed by those who had become qualified to 
earry on their profession. 

If these submissions were correct a Private Bill 
would go on to say that therefore it was expedient 
that the practice of osteopathy should be recognised, 
defined, and controlled by Parliament. Let them 
consider the alternative. If Parliament decided 
neither to recognise nor to define they would have a 
continuance and increase of the state of affairs which 
he had suggested was undesirable. The number of 
unqualified osteopaths would increase and _ the 
dilemma of the public who wanted te consult trained 
men would be multiplied as time went on. To leave 
matters as they were to-day would lead to increasing 
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chaos. There was a second alternative. If their 
Lordships thought that the practice of osteopathy 
was undesirable, and if Parliament thought that it 
was a fraud on the public, the proper course would 
be for the Government to introduce a Bill which 
would say quite definitely that in the future no one 
should call himself an osteopath or practise osteo- 
pathy. But it might be done in another way. If 
Parliament decided to define and recognise he would 
submit that the proposals of this Bill represented 
the only way in which that could be effectively done. 
He (Mr. Thorpe) would be the first to accept the 
proposition that there must be a limitation, at this 
period at any rate, to secure that there was a point 
beyond which even qualified osteopaths must not 
at this time be allowed to go. If the main proposi- 
tions which he had set forth were accepted by their 
Lordships he would ask the Committee to find the 
Preamble of the Bill proved. That would leave 
over this: If Parliament, having accepted the 
Preamble, said that it would recognise osteopaths, 
then it was quite clear that there must be a definition 
of what an osteopath was and what an osteopath 
was under the Bill. It was quite true that in the 
Medical Act of 1858 there was no definition of a 
medical man. That Act said that a medical man, 
a qualified medical practitioner, was one whose 
name was on the Register. It has been suggested 
that one of the criticisms of the opponents of the 
Bill was that there was no member of the medical 
profession, of orthodox medicine, on the Board which 
was to control the profession of osteopathy. He 
would like to explain to their Lordships that at the 
time this Bill was promoted it was not practicable 
to make that suggestion, because it was not profes- 
sional etiquette for any medical man to associate 
himself, or to coéperate in any ordinary way of 
business or the practice of his profession, with any 
unregistered practitioner. 

Lord DAWSON indicated dissent. 

Mr. THORPE said that if he had said anything 
wrong he would be the first to withdraw it. When 
he drew, as he must draw, a distinction between the 
regular medical practitioner and the osteopath and 
compared them, he hoped that no word of disrespect 
would fall from his lips against the medical profes- 
sion. If it had not been for the services of the noble 
lord who spoke against the Bill in the debate on the 
second reading in the House of Lords he (Mr. Thorpe) 
would not be appearing before their Lordships that 
day. He wished to say that the osteopaths would 
welcome thé addition of a regular medical practi- 
tioner on the Board which was to regulate the osteo- 
pathic profession. 


ORIGIN AND DEFINITION OF OSTEOPATHY 


If they were to have a Register for Osteopaths, 
the next question was who should be entitled to be 
registered. That would involve laying down a 
standard of the necessary qualifications—the sub- 
jects to be taught, the length of study, and the 
qualifications necessary to entitle a person to enter 
on that course of study. Then they had to say 
what those who were registered were to be allowed 
to do. Osteopathy was a most unfortunate name, 
because, if it was literally defined, it had some refer- 
ence to diseases of the bones. It has always been 
applied to people who practised osteopathy, and it 
seemed too late at this juncture to find a new name. 
The doctrines followed by osteopaths to-day were 
formulated and evolved for the first time by Dr. 
Andrew Taylor Still, who was born on August 6th, 
1827, in Virginia, U.S.A. He died in 1917 at Kirks- 
ville, U.S.A., at the ripe old age of 90. He was the 
son of a physician, and himself practised as a physi- 
cian at the beginning of the American Civil War. 
After the war was over Still returned home and 
resumed his practice. In the course of his work he 
gradually lost confidence in the use of drugs and 
medicine, and he set out to increase faith in what 
he called the inherent curative power of the body. 
After years of study, on June 22nd, 1874, Still pub- 
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licly announced that he would henceforth disregard 
the use of drugs as a curative medium, and would 
devote his life to aiding nature in the alleviation and 
prevention of disease by the mechanical readjust- 
ment of the disordered body. Still opened a-school 
at Kirksville, and he there first taught students who 
followed in his beliefs, and he was assisted in the 
work by Dr. William Smith, a medical graduate of 
the University of Edinburgh. Still began with the 
proposition that he was seeking to prove the immunity 
of the human body. He began with the proposition 
that the body of man was a most wonderful and 
perfect machine, that the body in itself contained 
all the chemicals and medicines necessary to safe- 
guard against and cure disease. Orthodox medical 
men to-day, whether they accepted Still’s proposition 
or not, at any rate went some way to satisfy osteo- 
paths that they accepted it, if not in toto, at any rate 
in some degree, because serums and vaccines, if he 
properly understood the practice, were put into the 
body in order to activate and give birth to anti- 
bodies. Still held that the body could not function 
perfectly unless it was structurally perfect, and when 
it was structurally perfect the blood and lymph 
flowed throughout the body and every nerve and 
tissue, and they brought with them health and security 
and at the same time they enabled the body in 
health to throw off waste and poisonous matter. 

But when there was a structural irregularity in 
the body the flow of blood was impaired and the 
immediate result might be a contusion, or at any 
rate inflammation at the spot or area which by 
reason of lower resistance was open to the invasion 
of bacterial and other enemies, and when bacteria 
attacked that spot, unless, in the view of osteopaths, 
that area was restored to health then it would go 
badly for the patient. These structural slips or 
malformations or maladjustments were called by 
osteopaths lesions. Still, looking at the human 
frame, came to the conclusion that the most impor- 
tant thing in the body anatomically was the back- 
bone or spine. From that all the nerves of the body 
radiated and led all over the human frame. There- 
fore Still came to the conclusion that when there 
was a lesion or a structural maladjustment of the 
spine that was most hostile to the health of the 
body, and was incompatible with the body function- 
ing perfectly. Therefore, according to Still, the 
greatest enemy of health, and the main causation 
factor in disease, was any irregularity in the key 
pillar—the spine of the human frame. He laid 
particular stress on that lesion which he called the 
spinal lesion. 

Their Lordships were not being asked to say 
whether the doctrine of osteopathy was well founded 
or not. It would, he thought, be most unfortunate 
if any decision of their Lordships, either one way 
or the other, should be taken as an advertisement 
or vindication for osteopathy, or as a computation 
of osteopathic beliefs. They did not ask Parliament 
to say whether those beliefs were right or wrong, 
or whether they were better or worse than beliefs 
held by other people. The way he wished to put 
the matter forward was this: osteopathy was being 
practised, and was an art of healing which was 
sought for by the public and from which they received 
benefit. He would like to point out that osteopaths— 
even those who were most qualified—did not claim 
to cure all diseases. They recognised that there 
were numerous diseases which they could not cure. 


REGULATION IN THE U.S.A. 


Throughout the United States the practice of 
osteopathy was recognised and regulated. In that 
country there were no less than 8599 people prac- 
tising as qualified osteopaths. In Canada there were 
137 qualified osteopaths. In Great Britain and 
Ireland there were 179 qualified osteopaths, and in 
other countries there were 27. That made a total 
of 8942 qualified practising osteopaths. A witness 
would tell their Lordships that there were no less 
than 2000 people practising osteopathy in this country 
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without any qualification at all. In 1896 the State 
of Vermont, U.S.A., first passed an Act legalising 
osteopathy as taught in the American School of 
Osteopathy. Since that date all the States of the 
United States had recognised and regulated the 
practice of the profession. Students in the United 
States of America and Canada on completing their 
course in the various schools had to pass a State 
examination, and having passed it they then received 
a State or provincial licence to practise in the various 
States. Taking the United States alone, in 29 States 
the examinations were carried out by State boards 
assisted by osteopathic examiners. 

As a result of and arising out of all that, there 
were hospitals and clinics spread all over America. 
In Alberta there was a hospital with 180 beds. It 
was quite true that in Canada five out of the nine 
States did not recognise osteopathy, but the other 
four, Ontario, Saskatchewan, Alberta, and British 
Columbia, all recognised them. In Ontario there 
was a Board nominated by the Governor-General for 
examining osteopaths, and granting them certificates 
of qualification. He was happy to say that they 
recognised the British School of Osteopathy, which 
was functioning to-day. 


BRITISH SCHOOL OF OSTEOPATHY 


The British School of Osteopathy was founded 
and incorporated on March 7th, 1917. The object 
of the company was to provide facilities for the 
discovery, formulation, and teaching of the system 
of osteopathy originally promulgated in the U.S.A., 
and to formulate as a system, science or method of 
treatment outside of and not embracing the practice 
of medicine and surgery; to systematise and place 
on a scientific basis the said system, and to impart 
instruction in the same to the profession and the 
public. When the school was incorporated, it was 
quite clearly laid down that there was no desire or 
intention to compete with orthodox .medicine. Its 
articles were amended, but not in any material sense, 
in 1927, and the amendment took the form of making 
a trust and handing the property of the school to 
trustees, so that for all time the British School of 
Osteopathy would, humanly speaking, continue. 

That school was entirely dependent on the fees 
paid by the students. There was no grant, no 
endowment, no voluntary subscription. Since the 
formation of the school in 1917, 98 students had been 
granted diplomas ; two had since died, so that there 
was 96 in practice, and at present 45 students had 
been entered and were going through their respective 
courses, The school was at 16, Buckingham Gate. 

The course required that a student should study 
for not less than four years, making four sessions of 
not less than nine months each. Before a student 
was entitled to be accepted as an entrant, he must 
show that he had a certificate of completion of the 
regular High School course, or was up to the standard 
of the preliminary qualification required to enter on 
the study of medicine at a medical school in the 
United Kingdom. For the first two years of the 
course the student took a course in physics, biology, 
chemistry, anatomy, physiology, histology, embryo- 
logy, biochemistry, and dissection. He was told that 
that was the curriculum followed by a student in a 
medical school. Therefore, for two years, the train- 
ing of the medical student and the osteopathist ran 
on the same lines, but at the end of that time a 
cleavage took place. The medical student had still 
to learn medicine, and drugs, and major surgery. 
He was told that his course took five years. The 
osteopathic student, having completed his two years, 
then = eon a further two years in studying the prac- 
tice of osteopathy. Inasmuch as the practice did 


not involve either medicine or major surgery, it was 
quite clear, if that were true, that he would be wasting 
his time in studying matters that did not come within 
the ambit of his proposed profession, and he (counsel) 
claimed that when, after four years, the osteopath 
got his qualification, he was as well qualified to do 
the work which he proposed to do as a medical student 
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was at the end of five years to do the work which 
he proposed to do, because two years had been spent 
in Dag yo osteopathy. 

fe did not think it was an unfair observation to 
point out that it was sometimes said, ‘“‘ Oh, but 
ought not an osteopath first to qualify as a medical 
student, complete the course there, and then proceed 
to qualify, if necessary, to practise osteopathy ? ”’ 
The first criticism of that was, that he would be 
spending two years studying something which he 
not only would not practise, but in which he did not 
believe. To the school which he had just mentioned 
was attached a clinic, and the Committee would 
hear that as many as 400 patients in one week were 
treated there. In 1934, 1800 were treated at the 
clinic, and 24,000 separate treatments were given. 
Affiliated to the school and the clinic there were 
13 other clinics in different parts of the country. As 
many as 15,000 treatments were given annually at 
those clinics. Very often one did not hear of the 
good which was done in this world; one heard all 
too soon of the evil which was done, and he called 
it in aid as a most remarkable factor that persons 
who in one year could give 24,000 treatments and 
of whom one heard nothing evil must, at any rate, 
be doing very valuable work for the State. Jas it 
not a matter for wonder that there was a school at 
all? He would put it in this way. A young man 
wanted to be an osteopath ; what had they to offer 
him? To-day, they could offer him no professional 
status when he had spent four years in learning his 
business, and they could guarantee him no protection 
against an unqualified and unskilled imitator. At 
any moment his own butler could set up next door, 
up the same plate, and solicit his patients. He 

d to look forward to a life shunned by those more 
privileged practisers of medicine who, in the wisdom 
of Parliament, had been given something which 
amounted to a privileged position. He was looked 
on and talked of as an irregular practitioner, because 
he was not able to get registration under the Medical 
Acts. Why should 98 students accept that position 
unless they wholeheartedly believed in the principles 
they had been taught to practise. 


SOCIAL AND PROFESSIONAL STATUS OF THE OSTEOPATH 


It was sometimes said that this Bill was an attempt 
to get into the medical profession by the back door. 
The first answer that occurred to him was that it 
was always open to the embryo healer to go in by 
the front door. A young man who was setting to 
follow the career of healing could become either a 
doctor, a medical man, or an osteopath. As he 
saw it, both came from the same social class, what 
was sometimes called the solid middle’ class in this 
country which provided recruits for the professions. 
When a young man was deciding how he would go 
into the art of healing he could choose either between 
doing a four years’ course and becoming an osteo- 
path, with all that that involved, or, by adding 
another year, he could practise the calling of orthodox 
medicine and have all the prizes which were so 
rightly showered on that profession, and follow a 
dignified calling. 

It was also said by this Bill the osteopaths sought 
equality. If it appeared to be so, he would be the 
last to ask the Committee to accept the Bill, but the 
things were not comparable. Osteopaths did not 
want equality, they wished to be called osteopaths 
and to practise osteopathy. If they wanted to 
practise medicine, the door was open to them. The 
Committee were not being asked to legislate only 
for the people who were to-day claiming to practise 
osteopathy but for the young men who, hereafter, 
would seek to follow that calling. He had indicated 
why it was not desirable that the osteopath should 
qualify as a medical man; it would impose on him 
quite unnec expense and would fill him with 
information which he would discard and forget at 
the first possible moment. 

Asking what was the position to-day of an osteo- 
path, counsel said it was not unfair to say that he 


PARLIAMENTARY INTELLIGENCE 








{marcH 9, 1935 


was a pariah among healers. In 1925 the General 
Medical Council—he was not suggesting improperly, 
but was simply stating the fact—sent round a warn- 
ing to members on their register. The warning was 
headed, ‘‘ Association with unqualified persons.” 
He was reading it from a book called ‘‘ New Healing.”’ 
He did not vouch for its accuracy, but he believed 
it to be correct. The notice was as follows: ‘‘ Any 
registered medical practitioner who either by adminis- 
tering anesthetics or otherwise assists an unqualified 
or unregistered person to attend, treat, or perform an 
operation upon any other person in respect of matters 
requiring professional discretion or skill will be liable 
on proof of the facts to have his name erased from 
the Medical Register.’’ That appeared to be a 
fairly straight and obvious warning that, at od 
rate, they were not particularly anxious to wor 
together. , 

He was not going into unfortunate incidents that 
might have happened in the past. The Committee 
would hear that in spite of that warning which, so 
far as he knew, had never been withdrawn, it was 
possible to-day for an osteopath to get the assistance 
of a medical man as an anesthetist. If that were 
true, it would indicate a change of view, at any rate 
among the medical profession as regarded osteopaths. 
The Committee would be told that quite openly 
some of those who practised as osteopaths had the 
service of qualified registered medical men who were 
willing to assist them in their operations. That was 
the warning, and of course to-day, in the public 
mind, osteopaths must be herded together with all 
sorts of practitioners and imitators, good, bad, and 
indifferent. 

Then there was the practical consideration. Under 
the Medical Act, Section 32, an osteopath could not 
legally recover fees for medical or surgical advice, or 
fees for attendance, Fortunately, the law had been 
more merciful to osteopaths than the legislators 
were in 1858, because, in 1927, in the case of Mac- 
Naughton and Douglas, the law decided that an 
osteopath could sue for fees for treatment, as distinct 
from diagnosis or advice. If osteopaths had qualified 
and had the qualification which enabled them to 
bring benefit to the public, it seemed unjust and 
unfair that they should be refused the machinery 
of the law. 

What was the actual position ? At present, orthodox 
registered medical practitioners refused to meet them 
in consultation. He was not saying they were not 
entitled to do so, but that was the fact. They would 
not officially assist an osteopath by giving an anes- 
thetic, or in any other way. When a patient was 
sent by an osteopath to a medical man—and that 
frequently happened—the medical man—he had a 
particular case in mind—said, no doubt properly, 
‘*T will examine you and make a report, but I will 
not send it to the osteopath, and you must not show 
it to him.” He had another case in point. A 
practising medical man was told by a patient, “I 
am going to see an osteopath.’”” He was told in 
reply, ‘‘ Well, if you do, it is no good coming back 
to me.” He did not give that as a specific case, 
but it was indicative of the situation that existed 
between these two rallel but rival or differing 
schools of healing. He repeated that the osteopaths 
in this Bill did not ask, nor did they desire to compete 
with orthodox medicine or with medical practitioners. 


If osteopaths, for some things, offered better or 
speedier cures than orthodox medicine, was it not 
desirable that the public should have the opportunity of 
getting the benefit of that s ier cure or treatment ? 
All osteopaths asked was to be allowed, when qualified, 
to exercise their skill in healing in a dignified and 
accepted manner. There could be no dignity so 
long as other holders, from their citadel of privilege 
could, and did, draw and publish invidious distinctions. 
To be constantly referred to as an “ irregular practi- 
tioner,”’ however justified it might be, and to be 
treated ostensibly and socially as a kind of leper, 
was unfair. In the light of the work which osteopaths 
were doing to-day for the general public, he submitted 
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that that was an injustice. He asked for tie Bill 
in principle, first, for the benefit and protection of the 
public who resorted and would resort to osteopaths 
in the future for treatment. He asked for it, secondly, 
as a measure of justice to the osteopaths themselves. 

Lord DAWSON OF PENN said that Mr. Thorpe had 
stated that osteopaths in their training did not 
penne to embrace the range of diseases embraced 

y medicine and surgery, and a little earlier in bis 
speech he had said that certain diseases were outside 
the purview of the osteopath, and he mentioned 
dysentry and syphilis. Therefore there were certain 
diseases which he excluded from the purview of 
osteopathy, and it would be a great help if the Com- 
mittee could be told what diseases he included in the 
purview of osteopathy. He was not clear in his 
mind on that point. 

Mr. THORPE said he appreciated what was in Lord 
Dawson’s mind, but he suggested that the proper 
person to ask was the witness who gave evidence 
on the matters which he had opened in his speech. 
He, personally, could not engage in an argument 
with the noble lord and he would not like to try to 
do so. 

The CHAIRMAN said that it had been useful that 
Lord Dawson had put his question, because it would 
enable the witness to deal with the matter when he 
came to give evidence. 

Mr. THORPE said that the question could be most 
helpful, because he knew what was in Lord Dawson’s 
mind. 

PROPOSED AMENDMENTS TO THE BILL 


Turning to the Bill, Counsel proceeded to indi- 
cate the amendments which it was proposed should 
be made. In Clause 2 it was proposed that 
there should be a definition of osteopathy. They 
proposed that it should be as follows :* ‘‘ Osteopathy ” 
means that system of the healing art which places the 
chief emphasis on the structural integrity of the 
body mechanism as being the most important single 
factor to maintain the well being of the organism 
in health and disease.’ Here was the model clause 
and definition by the American School of Osteopaths : 
‘* Osteopathy ” and “ practitioner of osteopathy,”’ 
respectively, mean a person registered under this 
Act practising osteopathy as defined in the Act.’ 
Then it became necessary, because they referred to 
minor operations in a later clause, to indicate what 
was meant by ‘‘ major surgery.’’ Osteopaths did 
not claim to be able to perform major operations, 
and did not want to perform them. There were 
minor operations—something like incising a boil, 
and those sort of things—which they wanted to do. 
It was necessary to say quite definitely what major 
surgery was. If those distinctions were put in 
they could strike out Subsection (2) of Clause 2 
in the Bill. Subsection (2) of Clause 7 stated that 
an o3teopath (other than a person who has registered 
under the provisions of Paragraph (iii) of Subsection (1) 
of Section 6 of the Act) should have the power to 
sign certificates of birth and certify the cause of 
death and sign certificates of death, and, provided 
he was licensed as thereafter provided, to administer 
anesthetics and perform operations. He could not, 
quite candidly and honestly, press that strongly in 
the public interest. Therefore that subsection would 
read ‘“‘ An osteopath shall not administer general 
anz3thetics nor perform major surgery nor practise 
midwifery.” It was suggested that Subsection (1) 
of Clause 8 should be amended to read that no person 
should, unless he was registered under the Act, 
hold himself out, whether directly or indirectly, 
or by the use of degrees or otherwise, as an osteopath. 

Sir W. Jowrrr: Does my learned friend mean 
that an unregistered person may practise osteopathy 
now under this new suggestion ? 

Mr. THorRPE: He can do anything he likes, pro- 
viding he does not hold himself out as an osteopath. 
A man to-day can do what he likes. He can hold 
himself out as an osteopath or not, and practise 
what he likes. This Bill would involve this, that a 
man may still go on doing what he is doing to-day, 
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but he must not under any circumstances hold him- 
self out as an osteopath. 

Lord Dawson: Would that exclude a qualified 
medical practitioner from practising osteopathy ? 

Mr. THoRPE: Oh, no, my Lord. 

Mr. THORPE added that it was suggested, in the 
first schedule, that it would considerably assist the 
working of the Board and add to the value of its 
constitution if it was enacted that it should consist 
of 11 members, one being a registered medical practi- 
tioner appointed by the General Medical Council. 


Replying to Lord Carnock, Mr. Thorpe said that 
registration had been granted to dentists, nurses, 
masseurs, veterinary surgeons, midwives, pharma- 
ceutists, architects, and accountants. The Dentists’ 
Act was passed in 1921, therefore the principle of 
registration was not new. 


Evidence of Mr. W. A. Streeter 


Mr. WILFRED ALFRED STREETER, examined by 
Mr. H. Murphy, said he carried on practice at 71, 
Park-street, as a doctor of osteopathy. He had been 
practising as a doctor of osteopathy in this country 
since February, 1907. He was a graduate of the 
American College of Osteopathy at Kirksville, in 
the State of Missouri. That was the first college of 
osteopathy founded in the United States by Dr. 
Andrew Taylor Still, in 1892. For something like 
20 years he had carried on practice without taking 
any part in propaganda for osteopathy, or endeavour- 
ing to promote legislative measures relating to it. 
What, in recent years, had induced him actively to 
busy himself in the promotion of legislative measures 
was the difficulty, principally, in connexion with 
obtaining the services of anesthetists in his practice. 
He had had considerable trouble in obtaining the 
assistance of a properly qualified anzsthetist. That 
requirement arose in connexion with his treatment 
for deafness and in general osteopathical manipula- 
tion in addition. In 1925 he established the first 
free osteopathic clinic for the deaf in Europe at 
Bush House, in the Strand. There he treated 
several thousand cases free. 

Mr. MurpHy: Did you find there a difficulty in 
carrying on because of the difficulty you experienced 
in obtaining an anesthetist ?—No, I had the ser- 
vices of a very brave person, who was willing to 
defy the General Medical Council. 

Did you find any difficulty in regard to that clinic 
in obtaining his services ?—I did when it became 
known that this practitioner was working with me. 

oon then found difficulty in retaining his services ? 
—Yes. 

Were you obliged ultimately to close the clinic ?— 
Yes, I had to close it—that was one of the principal 
causes of my having to close it. 

In endeavouring to secure registration and con- 
trol of osteopaths in this country, Mr. Streeter said 
that he was not in the slightest way animated by 
hostility to the medical profession. He recognised 
absolutely the very great importance of maintaining 
the present standard of medical education. In his 
view the registration of osteopaths would not involve 
any degradation of educational standards among 
those practising the healing arts generally, but would 
improve it. At present they had no standard to 
which they could make those practising osteopathy 
conform; they had no control over anyone who 
wished to call himself an osteopath. They had no 
means of enforcing discipline among those practising 
osteopathy, and no means of enforcing on persons 
practising osteopathy in this country the attainment 
of a certain definite standard of education. At 
present anyone could purport to practise osteopathy 
without any qualifications whatever. It was desir- 
able in the interests of everyone that that state of 
affairs should be remedied by compelling people 
who wished to set up as osteopaths to be registered. 
At present, so far as he knew, there was no means 
by which a person desirous of obtaining osteopathic 
treatment could know whether the person to whom 
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he went for that treatment had any qualification 
or not. 

The witness added that he thought the number of 
those practising osteopathy in this country who 
were qualified was between 150 and 175. He would 
say that thousands of people, beyond that 175, were 
purporting to practise osteopathy in this country. 

He saw no means of remedying that state of affairs 
otherwise than by registration. He desired that 
the same system of registration and control which 
Parliament had extended to many bodies, such 
as dentists, pharmaceutical chemists. and so forth. 
should also be extended to osteopaths. At present 
there was no law to prevent the practice of 
osteopathy. 

He could not see how it was possible that the 
registration of osteopaths would, in any way, impair 
the General Medical Council's authority in its own 
field. It was highly desirable, in the interest of 
all parties, to secure a status which would enable 
osteopaths to consult freely with medical men. 
He had not so much difficulty in securing consultation 
between those practising osteopathy and regular 
medical practitioners now as he used to have, and 
the difficulty in regard to anesthetists was diminishing. 


Mr. Murpuy: Assuming now that you want an 
anesthetist, can you always get one?—At present, 
I am being assisted by one. I do not know how long 
that condition will last. 

Is the person referred to a registered medical 
i a risk, as I under- 





stand it, of associating with me. 

Once he ceased to associate with you would you have 
any assurance that you could obtain similar assistance 
to take his place ?—-No assurance. 

The witness said that the present unrecognised 
position led to difficulties in regard to consultations. 
Very often patients were deterred from going to 
people. Very recently he had a case of a young 
lady, the wife of a captain, who had had some lung 

trouble previously. The Army doctor in the district 

where she was living thought it would be well for 
her to be re-examined. She came to the witness 
and asked him to arrange for an absolutely impartial 
examination. Instead of sending her to any specialist 
whom he knew, he called up a surgeon in Wimpole- 
street, explained the situation to him, and asked him 
to give him a list of names of persons to whom he 
might refer the case for consultation, his object being 
to see that the patient got an absolutely impartial 
examination. His (the witness’s) secretary rang up 
and made an appointment for the patient with a 
doctor. The doctor was out at the moment, but his 
secretary made it clear to the doctor's secretary that 
he had been referred to him by Mr. So- and-So, the 
surgeon, that it was not the surgeon’s case but his 
own case; and he wished the doctor to make an 
examination for him and that he wished to report 
back. The appointment was confirmed, and the 
patient got an X ray of the lungs, and a diagnosis 
examination of the lung was made. The patient 
was asked to call back in a day or two. She did 
so, and her husband asked the doctor if he had 
communicated with him (the witness). The doctor 
said, quite frankly, that he could not do so; he 
was liable to be struck off the register if he associated 
with the witness in that capacity. 

The people came back to him (the witness) very 
much upset aboutit. It placed him ina very awkward 
position, and also the patient and her husband. 
He and they felt that the doctor ought not to have 
taken the fee for the consultation knowing the 
conditions and adopting that attitude. Further- 
more, the doctor proceeded to outline the treat- 
ment—sanatorium treatment—without saying any- 
thing to him about it. The patient was displeased 
and the relatives and friends; and they insisted 
on having two other examinations by different 
specialists, who, absolutely disagreed with the first 
man’s diagnosis. They said that no sanatorium 
treatment was needed at all, and the patient was 
now going on quite well without the sanatorium 
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treatment recommended by the first man. The 
matter created a good deal of friction between the 
family and the witness. That was the type of 
trouble very often in the practice of osteopathy 
under present conditions. 

Referring to America, the witness said that osteo- 
pathy was recognised and regulated in one way 
or another in every one of the States of the Union. 
and in four of the provinces of Canada. In every 
State in America there was an examining board, 
varying in its composition. In some cases the boards 
were mixed, with medical men and _ osteopaths. 
in some cases osteopaths alone, and in some medical 
men alone. 

Describing his reasons for claiming an independent 
status for osteopaths in the science of healing, the 
witness said that as they held a different view point 
on the cause and cure of disease, they would like to 
have the control of their students and to train them 
from their own point of view. They were not seeking 
recognition from the medical profession, They 
wanted regulation by the State. 

He thought that the osteopathic curriculum 
contained everything that was in the medical 
curriculum, with the exception of materia medica. 
Many of the osteopathic colleges had courses also 
in operative therapeutics which gave them a certain 
knowledge of therapeutics of all classes, including, 
of course, toxicology. The osteopathic colleges in 
America taught major surgery, but of course the 
laws there were different from those in this country. 
He did not think they could make the course too 
onerous for osteopaths, provided that they had 
control of their own teaching organisations. But, 
if they excluded materia medica and major surgery, 
he thought the four years’ course compared favourably 
with the five years of training for physicians. 

He thought that the definition of an osteopath 
which had been read out by Mr. Thorpe was a con- 
cise one. The osteopath laid chief stress on the 
structural integrity of the body mechanism as being 
the most important single factor in the causing and 
cure of disease. Naturally, they paid first attention 
to the bony framework, and particularly the spinal 
column. They also paid attention to ligaments, 
muscular circulatory nerves, and lymphatic systems. 
If one were trying to describe osteopathy briefly, it 
meant removing the cause wherever found. They 
recognised and used antiseptics, antidotes for poison, 
and radial surgery for the removal of new growths 
when they became dangerous to the functions of 
organic life. They also recognised dietetics and 
pyschology in their teaching. He claimed that 
osteopathy was in harmony with modern scientific 
pathology. 

Asked what range of diseases and bodily infirmities 
he would regard as outside the sphere of osteopathy 
and what he regarded as inside, the witness said 
he would not care to divide the matter up in that 
way at all. He thought the osteopathic concept was 
applicable to all ailments. That did not mean that 
they could take them at any part of their develop- 
ment, and by adjusting a spinal vertebra or correct- 
ing a maladjustment of the spine the patient could 
get well without any other assistance. In a case 
like dysentery the osteologists he thought would 
employ the orthodox treatment in addition to their 
own particular treatment. 

He submitted to the Committee a statement regard- 
ing the American osteological teaching institutions 
setting out the standards of education maintained 
there and the minimum unmber of hours of study. 
The second Schedule of the Bill set out the subjects 
in which it was proposed that osteopaths were to 
qualify and the minimum hours of study. Counsel : 
Does that afford an adequate curriculum for the 
training ?—Witness: That is the minimum required. 

COUNSEL: The third and last subject in the list is 
obstetrics. Explain why that is required.—Witness : 
Under the original charter of the American School of 
Osteopathy the object was to improve medicine, 
surgery. and obstetrics. We believe that that is one 
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of the objects to which osteopathic principles are 
particularly applicable. We believe that students 
should be prepared in obstetrics and embryology as 
part of the general education. 

At this stage application was made by counsel 
on behalf of opponents of the Bill to postpone the 
cross-examination by counsel of the witness until 
Friday, so that they might have an opportunity of 
consultation on the Bill in its fundamentally altered 
form. especially with regard to Clause 8. This 
course was agreed to by the Committee. 


Examination of Mr. Streeter by Lord Dawson 


Lord Dawson then examined Mr. Streeter. He 
first pointed out that in answer to one of the questions 
the witness replied that the human body contained 
all substances necessary to cure disease, but five 
minutes later the witness said that he recognised 
bacteria as a cause of disease but not as the primary 
cause. He was then asked about the treatment of 
dysentery, and he said he would adopt the ordinary 
treatment. Lord Dawson now asked the witness 
therefore whether he would recognise that he should 
give emetine for the cure of dysentery, and reconcile 
that with the statement that the human body con- 
tained all substances necessary to cure disease. 

The witness replied that in ordinary conditions 
the principles that he had stated were true. If 
there were parasites in the intestinal tract he would 
regard them as invaders in his house. He would 
not object to using emetine to discharge them or 
throw them out. He did not think that had ever 
been objected to by the members of the osteopathic 
profession. From the very beginning bacteria would 
not gain entrance to the human body unless the 
tissues were broken. 

Lord DAwson: You say you would use emetine, 
having previously stated that the human _ body 
contains all the substances necessary to cure disease ? 

—Witness: Under ordinary conditions. 

Lord Dawson: As regards dysentery the human 
body does not contain the cure for dysentery ?— 
The Witness: I would not say it does not: but I 
would certainly give the patient the benefit of the 
doubt in any conditions. I have treated many cases 
of dysentery myself. 

Lord Dawson: Then in that case the human body 
does not contain all substances necessary to cure 
that particular disease ?—The Witness: I am not 
willing to admit that it does not, but I would cer- 
tainly employ that agent in addition to my own 
treatment, if I thought it was likely to be beneficial. 

Lord Dawson: You admit that the human body 


does not contain emetine ?—The Witness: I admit 
that. 
Lord DAwson then inquired what the witness 


would include in osteopathy as defined by this Bill 
for a four years’ course. The reply was that the 


Osteopathic Council applied it to all ailments. They 
recognised accident, surgery, environment, and 
heredity. 


Lord DAwson: Would you include pernicious 
anemia ?—The Witness: Yes. We believe that 
by osteopathy if we get those cases early they would 
not go to that stage. 

Lord Dawson: Is that consistent with the state- 
ment that the body contains the cure for its diseases ? 
—The Witness: I think so. We cannot take every 
disease whatever stage it has reached and cure it 
by manipulation of the backbone without any other 
aid or device. 

Lord Dawson: But according to the dictates of 
osteopathy it is the treatment of disease by manipula- 
tion with special reference to the spinal column ?— 
The Witness: We pay special attention to the spinal 
column. 

Lord DAwson: And the body contains substances 
for the cure of any disease ?—The Witness: In 
ordinary disease. It was further stated by the 
witness that there was considerable evidence support - 
ing the theory that the spinal lesions predisposed to 
the development of pernicious anemia or any other 
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kind of anemia. He himself did not take acute 
ailments. He would not say necessarily that they 
got any warning of pernicious anemia before the 
diagnosis was made. He agreed that when diagnosis 
was made of that disease at its full-blown condition, 
that called for urgent and forcible treatment along 
certain lines. He would consider it an emergency 
case. He would use liver. 

Lord MARLEY: Is it possible that there are early 
stages of diagnosis not now recognised indicating 
disharmony in the body which may lead to pernicious 
anemia, and is it your point that in the case of 
bodily disharmony your treatment would . be to 
restore harmony and remove the disposition to 
pernicious anemia or other diseases ?—The Witness : 
That is the point exactly. 

Lord DAWSON: What are the predisposing 
symptoms of anemia ?—The Witness: I could not 
answer that question. I think there is no particular 
premonitory symptom on which would could say 
a year or two before that you think the patient is 
going to have pernicious anemia. 

Lord DAwson: Then in that case it would be 
impossible to apply any general preventive treat- 
ment because you would not know ?—The Witness : 
Apart from the spinal lesions. 

Lord Dawson: Would it be a particular lesion 
that would give warning of one particular disease ?- 
The Witness: No. I do not think osteopaths 
would say that one particular adjustment would suit 
one symptom. 

Lord MARLEY: This disharmony can be diagnosed 
and traced and might eventually lead to one of 100 
different diseases. Is that the line you would make ? 
—The Witness: Yes. 

Viscount EsHER: If you get the body into perfectly 
good condition it is not liable to any disease ?— 
That is so. 

Lord DAWSON said he gathered that in the four 
years’ curriculum materia medica was excluded, 
and he asked the witness if in the light of his 
experience he would include the prescription of 
drugs as part of the function of osteopathy. 

The Witness said he though they ought to know 
about poisons and their antidotes, and he certainly 


thought there were a few remedies that were 
beneficial. 
Lord DAwson, after a reference to the medical 


use of arsenic in syphilis, observed that there were 
circumstances which the witness had mentioned 
where the human body did not manufacture all the 
remedies necessary. The witness agreed that there 
were emergency conditions where they had to employ 
substances outside the body. They recognised the 
use of anesthetics, but did not ask for the right to 
employ them under the Bill. 

Lord Dawson further questioned the witness on 
his statement that finger surgery applied to the 
Eustachian tube, was employed in certain condi- 
tions of the ear. On being asked the line of approach 
he said—through the mouth and post-nasally and up 
into the Eustachian tube. 

Lord Dawson: It is a little difficult to under- 
stand how you can put a finger into the Eustachian 
tube ?—-The Witness: I will let you see if you come 
along to my surgery. 

Viscount ESHER : 
cases of deafness ? 


You do not pretend to cure all 
“The Witness: No. There is 
no infallible cure. I have never used the word 
‘** cure ’’ in all my 37 years’ practice in connexion with 
any illness. 

Lord Dawson: It is a physical impossibility to 
put the finger into any Eustachian tube. The 
finger is much too large /—The Witness: I do not 
wish to contradict. I am quite willing to demon- 
strate. I think we have the best treatment in the 
world for catarrh and deafness, if we could get those 
cases early. I think most of the deafness is due to 
the neglect following children’s diseases. I am 
meeting them every day. 

Replying to Viscount ELIBANK, the witness said 
he would not claim to cure, or attempt to cure, 
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every disease, any more than a local doctor would 
set up to be a killed surgeon, an oculist, or anything 
of that sort. He claimed to treat certain diseases 
which through a particular method he was capable 
of dealing with and hoped to heal, and in that he 
relied all along the line on the natural resisting re- 
sources of the body and the brain. If he found the 
disease beyond his capacity he had no hesitation in 
handing over the case to a surgeon or oculist, or 
whoever it might be. That happened every day in 
practice. There was more difficulty in getting the 
coéperation of the local practitioner than that of 
the surgeon, and they were trying to obtain a Bill 
in order to secure a position which would enable 
them to coéperate freely with the medical profession 
in such cases which they believed they were able to 
treat. With regard to his practice he said he was 
as busy as the practitioner. He went to Glasgow 
in 1907, and was there for about 20 years. He could 
not cope with his practice. There was a great 
public demand for his services. In his London 
practice he had now as much as he could do and 
more, and he thought other osteopaths had also 
enough to do. Unqualified practitioners were grow- 
ing like mushrooms, and from every point of view 
the Bill, he declared, was necessary. 

Lord CARNOCK was informed that osteopaths dealt 
with the eyesight, which could be improved by 
osteopathy. 

Lord MARLEY: There is some obscurity as between 
manipulative surgery and osteopathy ?—The Witness : 
The terms osteopathy, manipulative surgery, bone- 
setting, and bloodless surgery have been used inter- 
changeably by all and sundry, and that is one reason 
why I support this campaign. Manipulative surgery 
is only a small branch of what is understood by 
osteopathy. 

The CHAIRMAN: Would the effect of the Bill be 
to prevent people carrying out manipulative surgery ? 
—The Witness: The object is not to interfere with 
any other practitioner of any other school. It is to 
protect the good name of osteopathy. 

The Committee adjourned until Friday at 11 a.m., 
it being understood that Mr. Streeter’s cross-examina- 
tion would then take place before the calling of Dr. 
W. K. Macdonald who, Counsel stated, was a quali- 
fied medical man as well as a qualified osteopath. 





NOTES ON CURRENT TOPICS 
Voluntary Hospitals (Paying Patients) Bill 


In the House of Lords on Feb. 28th Lord LUKE 
introduced the Voluntary Hospitals (Paying Patients) 
Bill, a measure to empower the voluntary hospitals 
in pursuance of the orders of the Charity Com- 
missioners to provide accommodation and treatment 
for paying patients. 

The Bill was read a first time. 

Motor Driving Tests 

On a supplementary estimate of £10 for the 
Ministry of Transport, Mr. HOoRE-BELISHA (Minister 
of Transport) said that the vote was to authorise 
expenditure on a new service which Parliament 
found it necessary to establish—driving tests for 
persons who applied for a licence after April Ist, 1934. 
A supervisory examiner had been placed in charge 
of each of the 12 traffic areas already in existence 
with a chief examiner at headquarters. Under the 
supervisory examiners there would be 250 examiners. 
All the supervisors were now selected and more than 
half the examiners. All the candidates selected had 
been subjected to a practical test and had been 
medically examined. A substantial number of those 
who applied for posts as examiners had been them- 
selves rejected as unsafe drivers. It was estimated 
that there would be 400,000 new drivers to be 
examined every year and there would be 400,000 
arrears to be overtaken. Driving tests were in 
existence in 24 European countries. The institution 
of driving tests here was an earnest of the seriousness 
with which the Ministry were regarding road accidents. 
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The tests would prove a greater protection to the 
public and a convenience to all other drivers. 
(Cheers. ) j 

The vote was agreed to. 


Public Health in India 

When the Government of India Bill was being 
considered in committee of the House of Commons 
on Feb. 28th, Sir Francis Fremantle moved an 
amendment to provide that the Governor-General 
should have special responsibilities for the prevention 
not only of grave menace to peace or tranquility but 
also to health. Grave epidemics of diseases like 
cholera and plague were liable, he said, to flare up 
suddenly ; their early beginnings were unseen, and 
they might get beyond control before there was 
time for inter-provincial councils to act. The 
Duchess of Atholl, in support, mentioned the risk 
from great gatherings of pilgrims and the ever- 
present scourge of malaria. In reply, Mr. Butler, 
Under-Secretary for India, said that although public 
health was a provincial subject under the Bill, 
included in the concurrent list was the prevention of 
extension from one unit to another of infections or 
dangerous diseases affecting man, animals, or plants. 
There was also opportunity under the reserve list 
for setting up and maintaining federal agencies or 
institutes for research. Sir Samuel Hoare, Secretary 
of State, added that one of the best features of 
recent years had been the increased interest of 
Indians themselves in public health. While public 
health must remain a provincial service, and in 
actual practice the Governor-General would not be 
able to intervene, he undertook to see whether the 
Bill could not go a little further in strengthening the 
central organisation of research. 





HOUSE OF COMMONS 
WEDNESDAY, FEB. 27TH 
State Expenditure on Scientific Research 


Sir H. Samvuet asked the Financial Secretary to the 
Treasury the estimated expenditure of the State in the 
present financial year upon scientific research, including 
grants through the Department of Scientific and Industrial 
Research, the Ministry of Agriculture and Fisheries, the 
Colonial Development Fund. and any other channels.— 
Mr. Durr Cooper replied : The expenditure of the State 
on scientific research in the current financial year is 
estimated as follows :— 


£ £ 

Admiralty 771,100 Forestry Commis- 
War Office 321,450 sion .. os 10,915 
Air Ministry . 1,430,000 | Mines Department .. 1,750 
Colonial Services 7,000 Department of Scien- 
Colonial Develop; tific and Industria 

ment Fund oe 28,500 Research .. -. 559,894 
Dominion Services 31,233 | Vote for Scientific 
Ministry of Investigation (in- 

Agriculture and A —, Sgeteinzel 

Fisheries -- 827,232 and fedical Re- 
Department of search Councils) . 199,473 

Agriculture for 

Sootland m 47,180 Ministry of Health — 
Fishery Board for Post Office 68,000 

Scotland pie 15,500 | Office of Works 140,765 
Development Fund s aabiandaiiaines 

(direct grants). . 18,091 £3,981,403 


* Includes £18,000 charged to Post Office loan. 


Notes.—1. The above figures do not include expenditure 
in respect of salaries, &c., of administrative staff except in the 
case of the Department of Scientific and Industrial Research. 

2. In the case of the Defence Departments (and to some 
extent of other Departments also) it is impracticable to 
ora between expenditure on pure scientific research 
and that on technical research and experiment. The figures 
given include so far as possible the provision for all such 


e nditure. . 

» The normal work of the Government chemist entails 
a certain amount of research to which no definite proportion 
of the annual expenditure can be assigned, and nothing has been 
included in respect thereof in the above figures. 


THURSDAY, FEB. 28TH 


Committee of Inquiry on Coroners’ Inquests 
Mr. TrnKER asked the Home Secretary if he was now 
in a position to give the names of the persons who would 
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constitute the Committee of Inquiry into the subject 
of coroners’ inquests and also the terms of reference.— 
Sir J. Grumour replied: Yes, Sir. The right hon. Lord 
Wright has consented to act as chairman of the committee 
and the remaining members are: Sir Archibald Bodkin, 
K.C.B.; Sir E. Farquhar Buzzard, K.C.V.O.; Mr. 
Digby Cotes-Preedy, K.C.; Sir Arthur Hazlerigg; Mr. 
George A. Isaacs; Mr. W. Rutley Mowll; and Mrs. 
Margaret Wintringham. The terms of reference of the 
committee are “‘to inquire into the law and practice 
relating to coroners, and to report what changes, if any, 
are desirable and practicable.” 


Legal Standard for Ice-cream 
Mr. Hutcuison asked the Minister of Health whether 
his department had considered the desirability of establish- 
ing a compulsory legal standard for ice-cream; and, 
if so, with what result.—Sir Hirton Youne replied : 
This matter could not be dealt with without further 
legislation. The general question of standards for articles 
of food has been under consideration in connexion with the 
report of the Departmental Committee on the Composition 
and Description of Food, but I cannot make any statement 
at present as to the introduction of legislation. 
Viscountess Astor: Will the right hon. gentleman 
bear in mind that as ice-cream is eaten by so many 
children it really is important, from the State point of 
view, that it should have a certain degree of purity ? 


Maternal Mortality 

Captain Loper asked the Minister of Health whether 
the investigators whom he was sending into the areas 
where the rate of maternal mortality was abnormally 
high had started their investigations; and how soon 
some information would be available on the results of the 
investigations into the death-rates in these particular 
areas.—Sir Hruton Youne replied: The answer to the 
first part of the question is in the affirmative. As regards 
the second part, my hon. friend will appreciate that these 
investigations are concerned with problems that are both 
difficult and complicated and will of necessity occupy 
some time. I am unable at present to say when the 
reports will be available. 


Local Authorities and the Medical 
Practitioners’ Union 

Captain CunnrncHAaM-Reip asked the Minister of 
Health whether he was aware that the Medical Practi- 
tioners’ Union was circularising local authorities requesting 
them to consider the recognition of the union and the 
insertion of advertisements for vacant medical appoint- 
ments in the official weekly publication of the union ; 
and whether he would circularise local authorities pointing 
out to them that the Trade Disputes and Trade Unions 
Act, 1927, forbade any local or public authority to make 
it a condition of the employment of any person that he 
should, or should not, be a member of a trade union, 
or to impose any condition putting employees who were, 
or who were not, members of a trade union in any respect 
under any disadvantage as compared with other employees. 
—Sir Himuton Younc replied: I have seen statements in 
the press to the effect of the first part of the question. 
As regards the second part, local authorities are well 
aware of the statutory provisions to which my hon. friend 
refers and I do not think it is necessary to circularise them 
specially on this matter. 


Public Assistance Scales 

Mr. Hutcutson asked the Minister of Health if he would 
consider placing in the Library of the House the public 
assistance scales of relief for the able-bodied unemployed 
which were adopted by the 20 largest towns of the country 
just prior to the work being taken over by the Unemploy- 
ment Assistance Board, so that it might be possible to 
draw comparisons between what was being done now and 
what was superseded.—Sir Hitton Youne replied : 
Though public assistance authorities are not required to 
report their scales of relief to me, I have, of course, consider- 
able information available as to actual scales in force. 
I fear, however, that publication of such scales would be 
calculated rather to mislead than to inform, since, to 
obtain a correct view of the situation, the method of 
administration of a scale needs to be ascertained as well 
as the scale itself. 
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Consumption of Liquid Milk 


Colonel Ropner asked the Minister of Agriculture the 
nature of the steps to be taken by the Milk Marketing 
Board during the current year to increase the consumption 
of liquid milk in this country.—Mr. Exuior replied : 
The main step taken by the Milk Marketing Board to 
increase the consumption of liquid milk in this country 
is the milk-in-schools scheme, details of which were laid 
before the House in September last. A further step 
is the initiation of a scientifically controlled experiment 
in selected schools and approved centres designed to 
demonstrate the nutritional value of milk. I hope shortly 
to be in a position to give the House particulars of this 
interesting development. The third step which the Milk 
Marketing Board are contemplating is a general publicity 
campaign in favour of liquid milk consumption, which 
will take place in the early spring. Particulars of this 
campaign will also be laid before the House in due course. 


MONDAY, MARCH 4TH 


Drunkenness in London 
Dr. Satter asked the Home Secretary the number of 

proceedings and convictions respectively for drunkenness 
in the County of London during the calendar years 1931, 
1932, 1933, and 1934.—Sir J. Gmmovr replied: The 
number of cases of proceedings and convictions for 
drunkenness in the County of London during the years 
from 1931 to 1934 inclusive were :— 

Year. 

1931 

1932 

1933 ee ° 

1934 (provisional figures) 


Proceedings. 
16,999 
12,317 
14,709 
15,342 


Sewerage in the Lee Valley 

Sir WiitFrip SuGpDEN asked the Minister of Health if, 
in view of the increasing housing accommodation in the 
districts of Waltham Abbey, Ponders End, Edmonton, 
Lea Bridge, Walthamstow, Leyton, Leytonstone, Wood- 
ford, Wanstead, East Ham, and Romford, he would 
consider requiring the local authorities concerned to 
construct a new outfall sewer from Broxbourne, Herts, 
through the Lee Valley, on to the mouth of the river 
below Southend, in order also to reduce unemployment 
considerably, as 80 per cent. of the cost of these works 
would go in the employment of unskilled labour.—Mr. 
SHAKESPEARE (Parliamentary Secretary to the Ministry 
of Health) replied: The question of sewerage in the Lee 
Valley is now under consideration by the county councils 
concerned and the Lee Conservancy Board, who have 
obtained a comprehensive report on the subject. 


Convictions, 
15,394 
11,038 
13,140 
13,816 


TUESDAY, MARCH 5TH 


National Health Insurance Medical Benefit 

Mr. GeorGe GrirriTus asked the Minister of Health 
if he was aware that, because unemployed persons were 
now not in medical benefit with approved societies because 
of the 1932 Health Insurance Act, they had to pay 9d. 
per week to their club doctor, whereas when they were 
employed and in benefit they had only to pay 5d. per 
week for their families; and if he would consider the 
question of restoring medical benefits.—Mr. SHAKESPEARE 
replied: As regards the first part of the question, my 
right hon. friend took note of the information given by 
the hon. Member in his speech in Committee of Supply 
on Friday last, but the terms on which medical attention 
is to be provided by private practitioners to persons who 
are not entitled to medical benefit under the scheme of 
National Health Insurance is a matter beyond my right 
hon. friend’s competence. In reply to the latter part of 
the question, the position under the schemes of Health 
Insurance and Contributory Pensions of persons who 
have suffered from prolonged unemployment will be con- 
sidered in the light of the first report of the Government 
actuary on the financial operation of the Contributory 
Pensions Acts. 


St. GEORGE’s HospiTaAL.—An anonymous gift of 
£5000 has been contributed to the new St. George’s 
building fund. 
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University of Oxford } 

On March 2nd the following degrees were conferred :— 

D.M.—W. D. T. Brunyate, N. A. Gillespie, H. A. 
and A. Guirdham. 

B.M.-— M. Williams, E. P. 
(in absentia). 

University of Cambridge 
On March 2nd the following degrees were conferred :— 
M.D.—G. T. Cook, J. O. W. Bland, D. R. Goodfellow, and 

W. R. Ashby. 

M.B., B.Chir.—H. W. L. Broadbent, P. G. 8. 
W. D. Bower, N. C. Oswald, and J. T. Turner. 

M.B.—R. W. D. Turner. 

B. Chir.—N. G. Hulbert, Alexander Innes, D. L. 
R. B. Heisch, and C. L. Heanley. 

University of London 
On Tuesday, March 26th, at the Middlesex Hospital 

medical schoo!, Mortimer-street, W., Dr. J. F. Wilkinson, 

physician to the Manchester Royal Infirmary and director 
of clinical investigations and medical research, wil! 
deliver a lecture entitled Recent Views on Megalocytic 

Anemias. Dr. C. E. Lakin will take the chair at 5.30 p.m. 

Admission to the lecture is open to students of the 

university and others interested in the subiect. 

Royal College of Surgeons of England 
At a meeting of the council held on Feb. 14th it was 

decided that from the beginning of next year the fee 

payable by candidates for admission to the final examina- 
tion for the fellowship should be increased from 12 to 

15 guineas. 

Royal College of Physicians of Edinburgh 
The Dr. Jessie Macgregor prize in medical science will 

be awarded next July to a medicai woman who has studied 

medicine at Edinburgh and presents a record of criginal 
work, Particulars will be found in our advertisement 
columns. 

Society of Apothecaries of London 
At recent examinations the following candidates were 

successful :— 

Surgery.—J. A. Amor, St. Mary’s Hosp.: E. L. Burgess, 
King’s Coll. Hosp. ; R. W. Cope, Guy’s Hosp.; R. N. Crossley, 
Univ. of Manch. ; C. C. Joannides, Univ. of Graz and Westminster 
Hosp.; J. C. Paterson, Univ. of Oxf. and St. George’s Hosp. ; 
and H. V. Sansom, St. Bart.’s Hosp. 

Medicine.—R. W. Cope, Guy’s Hosp.: D. W. Hoodless, 
Charing Cross Hosp.; H. Marcous, Univ. of Birm.; R. 
Outfin, Guy’s Hosp. and Univ. of Brist.; H. V. 
St. Bart.’s Hosp.; and J. 8S. Scott, Univ. of Manch. 

Forensic Medicine.—R. W. Cope, Guy’s Hosp.; C. 8. J. 
Dandekar, Univ. of Durham; and H. V. Sansom, St. Bart.’s 
Hosp. 

Midwifery.—R. W. Cope, Guy’s Hosp. 

The following candidates, having completed the final 
examination, are granted the diploma of the society 
entitling them to practise medicine, surgery, and mid- 
wifery : 

J. J. Amor, R. W. Cope, D. W. 
H. Marcous, and R. M. Outfin. 
Ministry of Health and Board of Education 

The Minister of Health and the President of the Board 
of Education announce, with great regret, that Sir George 
Newman, K.C.B., F.R.C.P., is due to retire from the 
public service on March 31st. He has been the chief 
medical officer of the Board since 1907, and of the Ministry 
since 1919. Dr. Arthur Salusbury MacNalty, F.R.C.P., 
a senior medical officer of the Ministry and deputy to the 
chief medical officer, has been appointed to the joint post 
thus vacated, and Dr. Thomas Carnwath, D.S.O., succeeds 
him as deputy. 

It is also announced that the Minister of Health and the 
President of the Board of Education have decided, in the 
interests of better organisation, and for the wider collection, 
dissemination, and publication of information on the 
various aspects of the important social problems falling 
within the province of their departments, that the intelli- 
gence branch of the Ministry and the office of special 
inquiries and reports of the Board should be placed under 
the control of a single director, and that a press officer 
should be appointed and attached to the.joint division. 
Mr. 8. H. Wood, M.C., of the Board of Education, has 
been appointed director of intelligence and public relations 
and of the office of special inquiries and reports, and 
Mr. 8S. R. Chaloner has been appointed press officer. 
These arrangements will take effect on March 30th. 


Osborn, 


Edmonds, and R. W. Downes 


Kennedy, 


Lewis, 


Sansom, 


Hoodless, C. C. Joannides, 
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WE regret to record the death of Dr. Murk Jansen. 


of Leyden, president of the International Orthopedic 
Association. 


Pharmaceutical Society of Great Britain 

A meeting will be held in the society’s house, 17, Blooms- 
bury-square, W.C., on Tuesday, March 12th, when a 
lecture on some fallacies and dangers in attempted 
chemical disinfection will be given by Dr. L. P. Garrod, 
reader in bacteriology to the University of London (St. 
Bartholomew’s Hospital). 


Society of Medical Officers of Health 

A meeting of this society will be held at 1, Thornhaugh- 
street, Russell-square, London, W.C., on Friday, March 
15th, at 5 p.m., when a discussion on nutrition and public 
health will be opened by Prof. E. P. Cathcart, F.R.S., 
and Dr. Robert Hutchison. The society has not changed 
its headquarters, but Upper Montague-street is in future 
to be known as Thornhaugh-street, and communications 
should be addressed accordingly. 


Course on Hospital Administration 

A course of lectures and demonstrations on clinical 
practice and in hospital administration for the diploma in 
public health will be given at the Brook Hospital, Shooter’s- 
hill, Woolwich, 8.E.18, by Dr. J. V. Armstrong on Mondays 
and Wednesdays at 9.30 a.m., and also on alternate 
Saturdays from April Ist. The course will last for three 
months, and medical graduates who desire to attend it 
should apply to the medical officer of health of the London 
County Council, Public Health Department (Special 
Hospitals), The County Hall, S.E.1. 


Central London Throat, Nose, and Ear Hospital 

The teaching at this hospital has been revised in order to 
fulfil the requirements of students intending to take the 
D.L.O. examination. A fortnight’s course in anatomy and 
physiology for Part I. of the examination has been arranged 
and will be given by Dr. Archibald Durward, senior demon- 
strator in anatomy at University College, who has been 
appointed lecturer in anatomy. A fortnight’s clinical 
course for Part II. of the examination will be given by 
the members of the honorary medical staff. The patho- 
logy and bacteriology class, the peroral endoscopy class, 
and the daily élinical work will continue as usual. 
The Anti-Noise League 

The general secretary of this league sets out its aims 
in a letter inviting the support of our readers. The 
main object of the organisation is to enlist with the least 
possible delay ‘such a force of public opinion as will 
induce the authorities to regulate by law certain forms 
of noise which are manifestly injurious to the comfort, 
health, and repose of the community at large, as well as 
being damaging to efficiency and to the amenities of 
numerous localities.”" It is suggested that all who suffer 
from the infliction of unnecessary noise should write to 
the league at 66, Victoria-street, London, 8.W.1. The 
chairman is Lord Horder, and the council include Sir 
James Purves-Stewart, Miss D. J. Collier, F.R.C.S., Dr 
William Collier, and Dr. Dan McKenzie. 


Tuberculosis Association 


A meeting of this society will be held in Oxford from 
April llth to 13th. On the first day a symposium on the 
surgical treatment of pulmonary tuberculosis will be 
given by Dr. J. Gravesen (Copenhagen), Mr. J. E. H. 
Roberts, and Mr. A. Tudor Edwards. Prof. Jacobaeus 
(Stockholm) will afterwards read a paper on broncho- 
spirometry, and the annual dinner will be held that 
evening. On the second day of the meeting Dr. R. R. 
Trail is to speak on tuberculous effusions and empyemata,. 
while dyspnea and its significance in the treatment of 
pulmonary tuberculosis will be discussed by Dr. E. P. 
Poulton, Dr. Reginald Hilton, and Dr. William Stobie. 
On the last day Dr. R. A. Young and Dr. Geoffrey Marshall 
are to open the discussion of a case of pulmonary tuber- 
culosis, and Dr. W. M. MacPhail will show a cinemato- 
graph film of Burrow Hill sanatorium colony. The 
secretary of the association is Dr. Frederick Heaf, Colindale 
Hospital, London, N.W.9. 
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An Ophthalmological Society in China 

The Tsinan Ophthalmological Society was established 
last January, and we are informed that its first meeting 
was held at Cheeloo University school of medicine, Tsinan, 
Shantung, on Jan. 30th. Dr. Eugene Chan, head of the 
department of ophthalmology at Cheeloo, acted as 
chairman. 
Royal Sanitary Institute 


A sessional meeting will be held by this institute on 
Friday, March 22nd, at Chelmsford, in conjunction with 
the home counties branch of the Society of Medical 
Officers of Health. Dr. J. C. Sleigh, medical officer of 
health for Chelmsford, will open a discussion on scarlet 
fever, and Mr. F. W. Medlock, chief veterinary officer 
of the Essex county council, will speak on the milk supply. 
The hon. local secretary for the meeting is Dr. Sleigh, 
89, Duke-street, Chelmsford. 

British Memorial to Marie Curie 


The committee in charge of this movement announce 4 
banquet to take place at Claridge’s Hotel, Brook-street, 
London, W.1, on Wednesday, March 20th, when the 
Chancellor of the Exchequer will preside. The Marie 
Curie Hospital has been opened some five years and has 
reached its present position through the generosity of the 
public and subscribers personally interested. The treat- 
ment of cancer by radium therapy has made continuous 
progress and at the hospital already more than 2000 
cases have been treated with radium. A large attendance 
is hoped for at the banquet, and applications for tickets 
should be made promptly to the Banquet Secretary, 
British Memorial to Marie Curie, 85, Fleet-street, London, 
E.C.4. Subscriptions to the hospital should be sent direct 
to the treasurer of this institution, 2, Fitzjohn’s-avenue, 
London, N.W.3. 


Medical Diary 


SOCIETIES 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
MONDAY, March 11th 

United Services, 4. 30 P.M. Lieut.-Col. C. Crawford-Jones : 
Venereal Disease in the Army, with Special Reference 
to Gonorrhea, 

TUESDAY, 

Therapeutics and Pharmacology. 
Dr. J. Crighton Bramwell, 
Clifford Hoyle: The Treatment of Angina Pectoris. 

Psychiatry. 8.30 pM. Dr. Murdo Mackenzie: C. G. 
Jung: His Contribution to Clinical Psychiatry. 

WEDNESDAY. 

Surgery : Sub-section of Proctology. 5 P.M. (Cases at 
4.30 P.M.) Sir Charles Gordon-Watson : The Radium 
Treatment of Malignant Disease of the Rectum and 
Anus. A paper by Dr. C. Regaud (Radium Institute 
Paris) will be presented in absentia. 


FRIDAY. 
Physical Medicine. 5 PM. Prof. E. W. Hey Groves 
The Treatment of Injuries. 


5 PLM. 


Dr. W. 


Dr. T. F. Cotton, 
Evans, and Dr. 


and Dr. C. B. Heald: 
Members of the section of ee are invited. 
Obstetrics and Gynecology. 8 P.M. Dame Louise Meliroy : 
A Carbon Dioxide and Air Apparatus for the Resuscita- 
tion of the New-born. Miss Margaret Basden : 
Obstructed Labour due to “Radium Stenosis of the 
Cervix. Mr. James Wyatt: Birth of a Chimpanzee 
at the Zoological Gardens, Mr. Alan Brews: A Follow- 
up Survey of the Cases of Hydatidiform Mole and 
Chorion-carcinoma treated at the London Hospital 


since 1912. 
Radiology. 8.15 P.M. Mr. Rock Carling and Dr. F. M. 
Present and Future of Radium Tele- 


Allchin : The 
therapy. 

MEDICAL SOCIETY OF LONDON, 11, Chandos-street, 

11th.—8.30 pP.M., Prof. R, E. Kelly: 


Cavendish-square, W. 
MONDAY, March 
The Surgical Treatment of Syringomyelia. 
SOUTH-WEST LONDON MEDICAL SOCIETY. 
WEDNESDAY, March 13th.—-9 P.M. (Bolingbroke 
Bolingbroke-grove, Wandsworth 


Meeting. 
PADDINGTON MEDICAL SOCIETY. 
12th.—9 P.M. (Great Western 


Hospital, 
Common), Clinical 


TUESDAY, March Royal 
Hotel, Paddington, W.), Dr. Frank Grady: Infant 
Welfare in General Practice. 

LONDON JEWISH HOSPITAL MEDICAL SOCIETY 
Stepney Green, E. 

THURSDAY, March 14th.—3.30 p.m., Dr. E. A. Cockayne : 

} Heredity in Disease. 

SOCIETY -OF MEDICAL OFFICERS OF ‘7: 
1, Thornhaugh-street (late Upper Montague-street), W.€ 

FRIDAY, March 15th.—5 P.M., Prof. FE. P. Cathcart, F. R. is 

me a Robert Hutchison : Nutrition and Public 
BIOCHEMICAL SOCIETY. 

Fripay, March 15th.—3 p.m. (University College, 

street, W.C.), Short Communications. 


Gower- 
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LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pall 
Mall East, S.W. 

TUESDAY, March 12th, and THURSDAY.—5 P.M., Dr. Alan 
Moncrieff: Respiratory Failure, including so-called 
Asphyxia Neonatorum. (Last Goulstonian lectures.) 

ROYAL COLL EGE OF SURGEONS OF ENGLAND, Lincoln’s 
Inn-fields, W.C 

Monpbay, March 11lth.—5 P.mM., Mr. R. Davies-Colley : 
Specimens Illustrating Diseases of the Testicle. 

Fripay.—5 P.M., Dr. Jobn Beattie: The Anatomy 
Physiology of the Cerebellum. 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, 

MONDAY, March llth, to SaTuRDAY, March 16th.- ROYAL 
NATIONAL ORTHOP pic HospiraL, Great Portland- 
street, W. All-day course in orthopiedics.— PRINCE 
OF WALES'S HospiTraL, Tottenham, N. All-day course 
in medicine, surgery, and the specialities.— BROMPTON 
HospiraL, S.W. Tues., Wed., Thurs., and Frid., 
5 P.M., course in chest diseases, NATIONAL TEMPERANC E 
HospPiITaL, Hampstead-road, N.W. All-day course in 
clinical medicine and surgery. WELLCOME MUSEUM 
OF MEDICAL SCIENCE, Kuston-road, N.W. Thurs., 
3 P.M., Dr. John Franklin: Diseases of the Skin.- 
Courses, clinics, &e,, arranged by the Fellowship are 


and 


open only to members and associates, 
nose ITAL 
Ww.c 


FOR SICK CHILDREN, 


Monpay, March 11th, 
(1) Diagnosis. 
WEDNESDAY.—2 P.M., Dr. B. Shires: X Rays in Diagnosis 
of Diseases | of the Che * in Children, 
THURSDAY.—Noon, Dr. D. N. Nabarro: 
FRIDAY.—Noon, Dr. W. W. Payne: 
Diet. 
Out-patient clinics daily at 10 a.m. and ward visits (except 
on Wednesday) at 2 P.M, 
NATIONAL HOSPITAL, Queen-square, W.C. 
MONDAY, March 11lth.—3.30 P.m., Dr. Hinds 
Acute Encephalitis and Encephalomyelitis. 
TUESDAY.—3.30 P.M., Dr, Critchley : Cerebral 
Disease (4). 
WEDNESDAY.— 3.30 
Demonstration. 
THURSDAY.—3.30 P.M., 
and Meningitis. 
FrRiIDAY.—3.30 P.M., Dr. Carmichael 
of the Nervous Sy stem. 
Out-patient clinic daily at 2 P.M. 
CANCER HOSPITAL (FREE), Fulbam-road, 
THURSDAY, March 14th.—4 P.M., Mr. Reginald Ledlie : 
Cancer can be Cured : Retrospect and Prospect. 
HAMPSTEAD SES ERAL AND NORTH-WEST LONDON 


HOSPITAL, N.V 
WEDNESDAY, Mare h 13th.—4.30 p.m., Mr. T. W. 
Differential Diagnosis of Some 


Great Ormond-street, 


Noon, Dr. W. W. Payne : Diabetes. 


Vaccine Therapy. 
Uses of the Ketogenic 


Howell : 
Vascular 
P.M., Kinnier Wilson : 


Riddoch : 


Clinical 


Dr. Cerebral Abscess 


: Deficiency Diseases 


Letch- 
worth : The Inflamm - 
matory Conditions of the Eye. 
CENTRAL LONDON THROAT, 
HOSPITAL, Gray’s Inn-road, W.C. 
FRIDAY, 


March 15th.—4 P.M., Mr. 
Deaf Mutism. 
KING’S HOSPITAL MEDICAL 
Denmark-hill, 8.E. 


COLL EGE 
THURSDAY, Hose h 14th.—9 Mr. 
The Care of the Prostatic Patient. 
BRITISH RED CROSS SOCIETY, 9, Chesham-street, 8.W. 
WEDNESDAY, March 13th, and Frrpay.— 5.30 P.M., Major 
a & Blackmore : First Aid in Chemical Warfare. 
(Course of seven lectures.) 
BRITISH RED CROSS SOCIETY’S' CLINIC FOR 
RHEUMATISM, Peto-place, N.W. 
THURSDAY, March 14th.—8.30 pP.m., Mr. C. Hamblen 
Thomas : Nasal Sinusitis as a Factor in Rheumatism. 
BRITISH INSTITUTE OF RADIOLOGY. 
THURSDAY, March 14th.—8 P.M., Demonstration of New 
Instruments, 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY, March 13th.—4 p.m. (St. James’ Hospital, 
Ouseley-road, S.W.), Mr. J. G. Yates Bell: Acute 
Retention. 
LONDON SCHOOL OF HYGIEN E TROPICAL 
MEDICINE, Keppel-street, W.C 
THURSDAY, March 14th.—5 P.m., Dr. V. B. Wigglesworth : 
Observations on the Moineis Epidemic in Ceylon. 
ANCOATS HOSPITAL, Manchester. 
THURSDAY, March 14th,—4.15 P.M., 


Discharge. 
ROYAL INFIRMARY, Manchester. 
TUESDAY, March 12th.—4.15 P.M., 
Insomnia. 
Fripay.——4.15 P.M., Mr. 
Orthopedic Cases. 
GENERAL HOSPITAL, 
SUNDAY, March 10th. 
Further Thoracic 
PUBLIC DISPENSARY, Leeds. 
WEDNESDAY, March 13th.—4 P.M., 
Nasal Sinus Infection. 
GENERAL INFIRMARY, Leeds. 
TUESDAY, March 12th.—3.30 P.M., 
? Affe¢tions of the Skin. 
GLASGOW POST-GRADUATE ASSOCIATION, 
WEDNESDAY, March 13th.—4.15 P.M. (Royal 
and Women’s Hospital), Dr. R. A. Lennie: 
Cases, 


NOSE, 


. # Scott-Brown : 


AND EAR 
G. 
SCHOOL, 
P.M, 


John Everidge : 


AND 


Dr. K. Bailey : Vaginal 


De. F. RR. 
Platt : 


Ferguson : 


Harry Demonstration of 


Newcastle-on-Tyne., 
10.30 A.M., Mr. 
Surgical Cases. 


G. A, Mason: 


Mr. A. D. Sharp: 


Dr. J.T. Ingram : 


Septic 


Maternity 
Obstetrical 
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BRINTON, D, H., B.M. Oxon.,M.R.C.P. Lond., has been appointed 
Physician in Charge of the Department for Nervous Diseases 
at St. Mary’s Hospital, London. 

DIVINE, Dove.tas, M.B. Camb., Hon. Anesthetist to the Hull 

yal Infirmary. 

Hopson, H. M.D. Lond., Senior Assistant Medical Officer 
(Grade II. ), ‘Grove Park Hospital (L.C.C.). 

LLoyp-Davies, O. V., M.S. Lond., F.R.C.S. Eng., Hon. Assistant 
Snrgeon to St. Mark's s Hos vital, London 

REGAN, DANTEL, M.B. Dub., D.P.H., Medical Officer of Health 
to'the Edmonton U rban District C ouncil. 

ROSENKRANZ, K., M.D. Freiburg, L.R.C.P. & S. Edin., Assistant 
Radiologist ‘to the Elizabeth Garrett Anderson Hospital 
for three months. 

SPARKS, J. V., M.R.C.S. Eng., D.M.R.E., Assistant Director of 
the Radiological “Department of the Hospital for Con- 
sumption, Brompton. 

Cnn. Surgeons under the Factory and Workshop Acts: 

HARKINS (Strichen, Aberdeen); Dr. J. L. Dup GEON 
(Old Deer, Aberdeenshire). 








co Vacancies 


For “further information refer to the advertisement columns 
a. Hospital, Archway-road, Highgate, N.—Asst. M.O. 


Beit Memorial Fellowships for Medical Research.—Jun. Fellows. 


Birkenhead Gen 
ir eral Hospital.—Sen. H.S. At rate of £150. 
pee ny Children’s Hospital.—H.S. and H.P. Each £100. 
Bristol Eve Hospital—Jun. Res. H.S. At rate of £100. 
Bristol Royal Infirmary.—H.P. £80. 
British Postgraduate Medical School, w.— 
Two H.S.’s and Three H.P.’s 
Cardiff, King ‘Edward VII. W elsh’ National Memorial Association, 
H.P. for Adeline Patti Hospital, Craig-y-nos. At rate of 


50. 
Carlisle, Cumberland Infirmary.—H.S At 
a LO oat, 
Throat, rere and Ear Hospital, Gray’s Inn 
W.C.—Registrar. £150. = . 
Chelmsford and Esser Hospital.—H.P. At rate of £150. 
Chester, East Lancashire Tuberculosis C olony, Barrowmore Hall.— 
H.P. At rate of £150. 
City Mee: pa Hospital for Diseases of the Heart and Jungs, 
ictoria ark, E.—Clin. Asst. to the Laryngologist. 
Physician fo Out- -patients. Also Radiologist. 
Coventy and Warwickshire Hospital.—Res. H.P. and Res. Cas. 


£150. 
Dewsbury and General Infirmary. —Sen. H.S. #£200. 
Doncaster Royal Infirmary.—Cas. H.S. Also H.S. to Ear, Nose. 
and Throat Depts. Each £175 
Dreadnought Hospital, Greenwich, S.K.—H.P. and H.S. Each 
at rate of £110 
—_— » County Council, Education Dept.—Asst. School M.O. 


Edinburvh, Royal College of Physicians.—Dr. Jessie Macgregor 
Prize in Medical Science. £50. 
Epsom County Hospital.—Res. Asst. M.O. 
Exeter, Royal Devon and Exeter Hospital. ay “3° to Ear, Nose, 
and Throat Dept. At rate of £1 rt 
Yarmouth General Hospital,—H.S 
Grocers’ Company, Medical.—Three Medical — Scholar- 


mi Each £300. 
Grove ga pevttal, Tooting Graveney, S.W.—Res. Med. Supt. 
” states of —M.0O.H. and Part Medical Officer. £800— 


£1000. 
Guildford, Royal Surrey County Hospital.—H.S. At rate of £150. 
Hampstead General and North West London Hospital, a. 
At rate o 


oa N.W.—Cas. M.O. for Out-patient Dept. 


00. 

Hampton Hill, Middlesex, Kina’s Canadian > ppoeaa Open- 

air Se -—Dental ~~ £237 10 
for Consumption and Diseases of the Chest, Brompton, 
S.W.—Physician. 
Hospital for Epilepsy a4 Paralysis, Maida Vale, W.—Med. 

Reg. At rate of & 

Hospital “for Sick Chi Ormond-street, W.C.—H.P. and 
H.S. Each at rate of £100. Surgeon. Physician to Out- 
Also Sebag-Montefiore 


atients. Res. Aural Reg. £150. 
Rescacch Fellowship. 
Grove End-road, 


Ducane-road, 


to Spec. Depts. 


O. £160 and £125 respectively. 
Deveabury Royal Infirmary.—H.S. 
District 


£500. 

Hopi, of a John and St. Elizabeth, 60, 
. H.8. At rate of me 

Hudderehild field Roval Infirmary.—Cas. £200. 

Hull City Hosnital.—Res. M.O. e350; 

Ilford, King George Hospital.—Hon. Dermatologist. 

Indian Medical Service.—Commissions. 

Infants’ Hospital, Vincent- -square, Westminster.—H.P. £75. 

Kensington Royal Borough.—Asst. M.O.H. and Tuber. O. £900. 

Kent Education Commitice, School Medical Service.—Dental 


Surgeon. £500 
King a Vil, M.O. 


‘Sanatorium, Midhurst.—Second Asst. 


Lewisham Hospital, S.E.—H.P. At rate of £120. 
ino. City Infectious Diseases Hospital.—Asst. Res. M.O. 


5 > a Royal Southern Hospital.—Hon. Orthopedic Surgeon. 
Liverpool University.—Lecturer in Dept. of Pat plogy. £600. 
London Homeopathic Hospital, Great Ormond- 4, W.C.— 
Surg. Also Asst. Surg. 
London Jewish Hospital, Stepney Green, E.—Hon. Second 
Radiologist. 


APPOINTMENTS A, CEASE, 4 AND DEATHS 
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Manchester Royal fm Hospital.—Jun. H.S. £1 
Manchester Royal J —Med. Reg. to Out. a Dept. 
At rate of £150. 
. Mary’s Hospitals.—Two H.S.’s, for Whitworth 
Whitworth Park 


Hospital. 
Manchester, Ww ithtnaton Hospital am Institution.— Asst. M.O. 


poe. + and District General Hospital.—Res. M.O. £150. 
Medical Defence Union, Bedford-square, W.C.—Secretary. 

Mitcham, Wilson Hospital. —Res. M.O. 
Homma pons me, 





Asst. M.O. 


Urolo- 


.’s., and Cas. 


Medicine, 


with Hip 


£350. 
At rate 





the 


At rate of £120. 
oe Norfolk and Norwich Hospital.—H.S. to Spec. Depts. 
oo Boundary Park Municipal Hospital.—Med. Supt. 
Preston and County of Lancaster ot Infirmary.—Cas. O. 

H.P. and Cas. O. Fach at rate of £125. 
pao... Oakwood Hall Sanatorium.—Asst. Res. M.O. £250. 
Royal Northern Hospital, Holloway. N il. P. and Obstet. H.S 
S.W.- 
£250. Also H.P. 
Dept. , 
-—H.P., Two H.S H.S. 
Samaritan Free Hospital for Women, 
rate of £175. ; 
At rate of £100. 
Straits Settlements, King Edward VII. College of 
Disease. —Radio logist. 
At rate of £140. 
Ventnor, I 
Jun. Asst. Res.M. O. At rate of £300. 
Warrington Infirmary and Dispensary.—Third Res. 
Each at rate of £200. 
West London Hos W.—H.P., H.S., 
£100. Cas.O0. £250. Also Ho 
Windsor, King Eaward VII. Hospital.—H.S. At rate of £100. 
Andover, Hampshire; and High Wycombe, Bucks. 
Districts the Northwich County Court District (Circuit 
Applications should reach the ivate Secretary, Home 
BIRTHS 
McConNEL,—On Feb. 27th, the wife of —— W. McConnel, 
of New Malden Surrey, ofa 
Wuarrtnc.—On Feb. 2 3rd, - Sudbury, Suffolk wife of 
GILFILLAN.—On Feb. 28th, in Bath, Samuel James Gilfillan, 
MACKENZIE.—On Feb, 28th, at "> Sir William Leslie 
PINNIGER.—On Feb. 26th, at Barbados, Francis Baldwin 
Onslow Arthur Wickham, M.D. Durh., M.R.C.S. Eng., 


£1200, 
Royal Victoria Infirmary.—Res. M.O. 
Northampton General Hospital.—Hon. Asst.Surgeon. Also H.s. 
and Cas. O. Each at rate of £150. 
Nottingham Children’s Hospital.—Res. H.P. At rate of £150. 
Nottingham General Hospital.—Cas. O. At rate of £200. 
00. 
Poplar Hospital for Py wy East — Dock-road, E.—Hon., 
Asst. Phys. and Hon, Asst. Su 
At rate of £150. 
Princess Elicabeth of York Hospital for (hildren, Shadwell, k.— 
—, ee Rampton State Institution for Mental Defectives.— 
h M.O. £510 
Royal National Orthopedic Hospital. Great Portland-street, W.— 
Two H.S.’s. Each at rate of £150 
Each at rate of £70. 
St. Luke’s Hospital, Sydney-street, Chelsea, 
At rate of £120 
St. St ial Ree Endell-street, Holborn, W.C.—Hon. 
&. 
st. Fhomas' Hospital, S.E.—Chief Asst. to Ear, Nose, and 
Salford Royal “eo! 
Each at rate of £125. vrs 
Marylebone-road, N.W.- 
H.S. At rate of £100. . 
Scarborough Hospital and Dispensary.—Two H.S.’s. Each at 
Sheffield, Jessop Hospital for Women.—H.S. 
Sheffield University.—Chair of Anatomy. £1000. 
Singapore.— $850 per mensem 
Swanley, Kent, Alexandra Hospital for Children 
Tilbury oat. Essex.—H.S. 
. of W., Royal National Hospital for Consumption, &c.— 
Walsall General Hospital.—Physician for Skin Dept. 
Walthamstow, Thorpe Coombe Maternity Home.—Res. M.O. 
of £150. 
West Bromwich and District General Hospital.—H.S. and H.P. 
Hospital, Hammersmith-road, 
and H.S. to Throat, Nose, and ag 4 Dept. Each at rate of 
Willesden General Hospital, Harlesden-road, N.W.—Res. Officer. 
At rate of £10 
The Chief Inspector of Factories announces vacant appointments 
for Certifying Factory Surgeons at Dunblane, rthshire 
Medical Referees under the Workmen’s Compensation Act, 
1925, for the Altrincham and Warrington County Court 
No. 7), the Leigh County Court District (Cireuit No. 8), 
and the Rawtenstall County Court District (Circuit No. 10). 
Oltice, Whitehall, London, S.W.1, before March 23rd. 
Births, Miseheun. and “ae 
HarRPeER.—On Feb. 25th, at Devonshire-place, W., the wife o7 
Kennedy Harper, M.B. Dub., Wembley Park, of a son. 
M.B.Camb., of Wendover, of a daughte 
MorGAN.—On Feb. 26th, the wife ae Ss w. icone. M.B. Lond., 
RICHARDSON.—On Feb. 27th, = Lincoln, the wife of Douglas Y. 
Richardson, M. R. cs ., of a daughter. 
J.S. Whiting, M. R. C.S. Eng., of a son. 
DEATHS 
O.B.E., M.B. Edin., formerly Medical Superintendent of 
Colney Hatch Asylum. 
Mackenzie, M.D. ‘Aberd., L.D., late "Medical Member of 
the Scottish Board of Health. 
niger, M.D. Lond., of “‘ Kennett,”’ Rigden-road, Hove. 
WicKkHAM.—On Feb. 24th, at Upper Park-road, Hampstead, 
aged 74. ’ 
N.B.—A fee of 7s. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths. 
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NOTES, COMMENTS, AND ABSTRACTS 





CHILD GUIDANCE CONFERENCE 


"An Inter-Clinic Conference was held under the 
auspices of the Child Guidance Council at the Institute 
of Medical Psychology on March 2nd. 


Educational Disabilities and their Treatment 


At the morning session Dr. D. R. MACCALMAN 
(Glasgow) took the chair and Miss E. FILDES opened 
a discussion on the importance of educational dis- 
abilities and the advisability of their treatment in 
clinics. She pointed out that children normally 
spent the greater part of their day for nine years of 
their lives in an educational situation, during which 
time their attitudes towards life with regard to 
success and failure must of necessity be influenced. 
Moreover, in groups of children showing behaviour 
difficulties at least 50 per cent. were considerably 
below the normal in educational attainment. The 
types of children referred to the clinics in London 
showed a high proportion of backwardness. Most 
delinquent children could be usefully taught outside 
the clinic, but teaching inside was valuable for a 
certain number of emotionally disturbed and mal- 
adjusted children. Failure in school might be a 
serious contributory factor to the whole environ- 
mental situation, which reacted upon the child and 
intensified the emotional difficulties. A seriously 
disturbed child might not be fit for teaching at all, 
and if he were fit the teaching should be coérdinated 
with the other sides of his treatment. 


Mr. REx KniGut (Aberdeen) pointed to three kinds 
of educational problem: (1) the intellectual problem, 
where the child was not getting on well at school 
in general or was failing in a particular subject ; 
(2) the temperamental problem, where the child was 
referred for such causes as intermittent dreaming 
in class; and (3) the physical problem, such as 
dirty habits. The causes might be four: intellectual, 
such as backwardness or poor visual imagery ; 
temperamental—e.g., some emotional attitude to a 
subject or its teacher; physical, such as adhesions 
of the brain or lack of thyroid gland ; and environ- 
mental, such as internecine strife in the home. Any 
one of these causes could produce any one of the 
problems. A certain number of children were more 
appropriately dealt with in the clinic by its workers 
in codperation, for the teacher had not always the 
requisite training and had not the opportunities of 
ascertaining the facts. He should, however, be 
left to teach the children; the clinic should be 
content to diagnose the condition. 


Evaluation of the Results of Treatment 


Dr. R. D. GILLESPIE, who opened a discussion on 
this subject, said that, although the theoretical 


value of follow-up studies was very great, yet 
prognosis had usually to be based on an impression. 
Even if statistical data existed they only had a 
statistical validity, and they were only obtainable 
when the conditions could be defined. Too much 
should not therefore be expected of them, and more 
stress should be laid on the additional significance 
which attached to the symptoms when they had 
been followed up for some time. A satisfactory 
follow-up consisted in seeing the patient again, 
as well as seeing his relatives; a follow-up by 
correspondence was bound to have many inaccuracies. 
Immediate results were of little consequence ; what 
mattered was their quality, as estimated by the 
manner in which the patient stood the test of life. 
Figures of state on discharge were of much less value 
than data obtained up to ten years later, and even 
these were of little purpose unless controls were also 
furnished. There were certain therapeutic changes 
which involved such obvious difference in the make-up 
and behaviour of the patients that they seemed 


permanent and deep ; these, however, were a matter 
of impression, which could only be tested by time 
and experience of life. 


The CHAIRMAN spoke of a follow-up made by 
visiting some 30 patients who had been discharged 
three years before. Twenty-two of these were in 
the same condition as when the case had been closed. 
At that time 15 had been considered adjusted, and 
these still remained adjusted ; the other 7 remained 
in the same state of partial adjustment as they had 
been. Of the remainder, 6 were found to have 
become much worse, and 2 had recovered somewhat 
without any treatment. 


In the afternoon, group discussions were held, The 
psychiatrists, under the chairmanship of Dr. R. G. 
GORDON (Bath), considered the value of information 
obtained from environmental sources and from 
direct observation of the child compared with that 
obtained through a process of psycho-analytical 
interpretation ; also the possibility of standardising 
a@ psychiatric vocabulary and agreeing upon a 
classification of problems, so that comparison of work 
and results of various clinics could be made more 
scientific. The subjects for discussion at the psycho- 
logists’ meeting, at which Miss C. A. Srm™ins took 
the chair, were the possibility of translation and 
standardisation of the new Stanford Revision in this 
country, with consideration of the adequacy of the 
Burt-Binet tests at the higher age levels; and the 
standardisation of performance tests commonly 
used in this country with consideration as to which 
of these tests have the greatest practical utility in 
child guidance clinics. Miss N. K. HtuNNyBUN 
presided over the social workers’ group, who discussed 
developments in psychiatric social work during 
the past two years, and the recording of case work 
with consideration of economy and efficiency of 
method in statistics. 


The Philosophy of Child Guidance 


The Conference reassembled in the evening under 
the chairmanship of Dr. J. ALISON GLOVER (Board 
of Education) to discuss the philosophy of child 
guidance clinics. Dr. DINGWALL FoRDYCE (Liverpool), 
opening, said that he made no claim that a clinic 
should be directed by a pediatrician nor that it 
must be directed by a psychiatrist. Even the 
generalisation that medical direction was necessary 
was questioned by many lay workers. Nevertheless, 
if child guidance were one fountain of the new medicine 
lapping the homes and social customs of the people, 
the basis of the work must consist of such wide 
appreciation and decision as could only flow from the 
broad stream of general medicine. A group of 
psychiatrists evolved from  pediatricians—i.e., 
pediatricians in a wider modern sense—would be 
fully competent to direct, define, and develop child 
guidance. The movement must be on the closest 
terms of reciprocal goodwill with the hospital, the 
school medical service, the teaching profession, and 
all bodies dealing with schemes which in any way 
touched its own activities. It should not, however, 
be particularly under the wgis of any one of these. 
In a large town there was much to support the plan 
of a separate central clinic with accessory branches 
on diagnostic principles at various places such as 
the hospital, education office, child welfare centres, and 
possibly the university. Recognition and financial 
aid should be sought from all such sources, and the 
clinic would advance on a broad basis of general 
support. 

Prof. JAMES DREVER emphasised the _ essential 
character of child guidance work as team-work by 
experts. As its problems were of behaviour and of 
defect, so its functions were remedial and preventive. 
The psychologist’s main function was preventive. 
He must be more than a psychometrist, or the expert 
psychologist would not interest himself in the work, 
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and the development of the research side would 
suffer. The lack of his active coéperation would 
mean the development of the psychological clinic 
as a separate entity and the eventual widening of 
the rift between psychology and psychiatry. 

Dr. H. S. BRYAN (Matlock), a school medical 
officer, described a clinic which he had built up in 
a back room from nothing with no. expenditure. 
He pointed out that child guidance was almost entirely 
concerned with the city child ; if, he said, the problem 
children in small towns and villages had to wait for 
the establishment of voluntary clinics, by the time 
they were treated they might still be problems, but 
they certainly would not be children. The only 
way in which child guidance could ever be made 
easily available for the very considerable country 
child population was through the medium of the 
school medical service. 

Dr. EMANUEL MILLER declared that, although the 
case conference must be a communal phenomenon 
at which every member tried to see the child as a 
whole, somebody must ultimately make the decision 
on the conduct of the case. Time alone would 
decide who would eventually emerge as the dictator 
of the unit, possessing the requisite education in 
all the aspects of its problems, 





HOUSES PLANNED FOR COMFORT 


THE experiences of a practical architect of domestic 
buildings, who is especially interested in the comfort 
of invalids, are set out in a book! the study of which 
may well help those about to build or alter houses. 
It was originally written years ago and unfortunately 
the reader is struck by the air of obsolescence that 
pervades the illustrations before the body of sensible 
matter supporting them is reached. Much that 
the author demands in the house and sick-room is 
now provided as a matter of course ; but unfortunately 
by no means all. Still we go on building little boxes 
with tiny windows and no balconies. Electric lights 
still glare from the centres of rooms upon the 
unfortunate patient. Stairs still trap the unwary 
and the infirm with treacherous ‘“ winders.’’ But 
in the main architecture is becoming mindful of the 
idea of health and sunlight, and one could illustrate 
such a book as this with examples of houses from this 
country and the continent in which the determination 
to provide healthy and rational building has swept 
away the encumbrances of stylistic architecture, 
to produce a new architecture based largely on common 
sense, 

Most of the advice offered here would, however, 
still be useful to a client about to instruct an architect ; 
and the architect, while he could point to many 
defects in the model plans with which the book is well 
supplied, and would recoil in horror before the actual 
designs themselves, would freely admit his debt to 
the directions supplied and the principles and the 
detailed considerations involved in the building and 
a of houses for the sick and the potentially 
sick. 

P.T. IN CIVIL LIFE 

IN a Chadwick lecture, on the Physical Training 
of the Population, delivered in London last Wednes- 
day, Miss Eileen Haggis, C.S.M.M.G., pointed out 
that people can no longer depend on everyday 
occupations to exercise their bodies sufficiently. 
Properly conducted physical training plays an impor- 
tant part in the development of a healthy mind and 
body, and of character and public spirit, and its 
progress during recent years has been rapid. Gym- 
nastics based on Ling’s Swedish system are recog- 
nised generally in this country as the best type for 
children and adults. Posture is no longer military 
in bearing—neither a ramrod nor a slack position, 
but a natural easy poise. Rhythmical exercises have 
taken the place of the old jerky type of movement, 
and are sometimes taken to music. 


* Houses Planned for Comfort and with Special Conveniences 
for Invalids and the Aged. Third edition. By G. Gordon 
Samson, Architect. London: Crosby Lockwood and Son, 
Ltd. Pp. 191. 48. 6d. 





In elementary schools, Miss Haggis said, a daily 
period of 20 minutes is generally allowed, the acti- 
vities being based on the Board of Education 
syllabus, whose 1933 edition is a great advance on 
its predecessors. This work is in the hands of the 
class teachers, who have had some instruction in thé 
subject during their training, but many areas employ 
P.T. specialists to advise the teachers, and in these 
areas the standard is higher. In secondary schools 
there is usually an equipped gymnasium, and more 
work is done with apparatus than can be done in the 
elementary schools. In girls’ secondary schools 
physical training is in the charge of a specialist 
teacher who is qualified also in remedial gymnastics. 
Much more could be done in remedial work if there 
were closer coéperation between the school medical 
service, the gymnast, and the school authorities. 

Recreational gymnastics for adults, the lecturer 
said, are becoming more and more popular, and 
‘** keep fit ’’ classes have been started in many parts 
of the country. The National Council of Social 
Service, in conjunction with the Board of Education 
and Y.M.C.A., has established classes, special efforts 
being made among the unemployed. Several ‘‘ keep 
fit > movements have been started for women, which 
have proved both enjoyable and beneficial. Miss 
Haggis recommended that those who lead a busy 
but inactive life should scrutinise their day’s pro- 
gramme and see where moments could be snatched 
for physical exercise. These moments of physical 
exercise would be repaid by greater output and a 
better standard of work. 





MEDICALSICKNESS AND LIFE ASSURANCE SOCIETY.— 
In presenting their report for 1934, the fiftieth year 
since its foundation, the directors of this society speak of 
continued expansion, and point out that the total funds 
now exceed a million pounds. New annual premiums in 
the sickness funds reached a record figure of £9769, and 
the total of sickness premiums was £94,487. From these 
funds £49,735 was paid in claims, and this represents a 
reduction due, it is thought, to the comparative freedom 
of the year from epidemics. The premium income of the 
life assurance fund increased by £13,484 to £92,011, and 
the rate of interest earned on this fund was £4 6s. 10d. per 
cent., after deduction of tax. Prospective members of 
the society are advised that it is open only to the medical 
and dental professions ; that it is conducted on a ** mutual 
profit’’ basis; that, if desired, combined policies are 
issued embodying both life and sickness assurance ; that 
loans for the purchase of practices and house property 
are offered; and that pension policies are available for 
insurance practitioners and members of the British 
Medical Association. Particulars may be had from the 
society's office at 300, High Holborn, London, W.C. 1. 


NATIONAL ASSOCIATION FOR THE PREVENTION OF 
TUBERCULOsIS.—The twenty-first annual conference of this 
association, to be held at Southport from June 27th to 29th 
under the presidency of Sir Robert Philip, will be devoted 
chiefly to consideration of the nation’s responsibility 
towards the child in respect of tuberculosis. At the first 
session Dr. G. Lissant Cox and Dr. Skokowska-Rudolf 
(Warsaw) will open a discussion on the safeguarding of 
the child against human infection, while Dr. A. Veitch 
Clark, Prof. Christiansen (Copenhagen), and others will 
speak on the precautions to be taken against bovine 
infection. In the afternoon Dr. Edouard Rist (Paris) 
and Dr. K. Neville Irvine will introduce the question, 
Can the child be immunised against tuberculosis ? On 
the second day there wil! be debates on the steps to be 
taken to determine the fact of infection at the earliest 
possible moment (Dr. Charles Cameron), and the syste- 
matic examination of children from time to time (Dr. 
L. S. T. Burrell and Dr. H. Midgley Turner). At the 
final session Dr. Ralph Williams, Dr. C. J. Thomas, and 
Dr. Noel Bardswell are to speak on the significance of 
sanatorium (preventorium) methods, and open-air schools. 
The third day will be given to visits to various institutions 
maintained by the Lancashire County Council. The 
address of the association is Tavistock House North, 
Tavistock-square, I~ »don, W.C. 1. 











